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ABSTRACT 
 
 
The World Health Organization (WHO) states that no region in the world is 
justified in having a caesarean section rate greater than 10-15%, calculated as 
the number of caesarean deliveries over the total number of live births. There is 
however, an international increase in the rate of caesarean section deliveries and 
this is a concern to midwives. The increase is evident in South Africa as well. 
Currently the rate of caesarean section deliveries in the private sector can be as 
high as 70% per total number of live births per year. As a result, the public often 
perceives giving birth surgically in South Africa as ‘normal’ and ‘safer’ than 
vaginal delivery, even for low-risk pregnancies. The lack of involvement of 
midwives in the care of pregnant women in the private sector is indicated as one 
of the reasons related to the high caesarean section delivery rates. This 
motivated the researcher to undertake a study to explore and describe the 
perceptions of private sector midwives and obstetricians regarding the feasibility 
of collaboration in maternity care. A literature review to support the study 
identified research done previously regarding collaborative maternity care. 
 
The study followed a qualitative, exploratory, descriptive, contextual design. The 
research population included midwives and obstetricians in the private sector in 
the Eastern Cape. Non-probability, purposive sampling was used. The 
researcher conducted semi-structured one-to-one interviews to collect 
information rich data. The researcher ensured that the study was conducted in an 
ethical manner by adhering to ethical principles such as autonomy, non-
maleficence, beneficence and justice. The interviews were transcribed and 
Creswell’s’ data analysis spiral was used as a guide for the data analysis. 
Themes and sub-themes were identified and grouped together to form new 
categories. An independent coder assisted with the coding process. Data 
analysis results revealed the following results: 
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• Participants perceived a collaborative working relationship as being 
beneficial to maternity care. 
• Participants identified that there might be critical impediments that need to 
be faced in order to realize collaborative maternity care.  
The researcher ensured the validity of the study by conforming to Lincoln and 
Guba’s model of trustworthiness, which consists of the following four criteria 
namely credibility, transferability, dependability and conformability.  
The information obtained from this study assisted in developing guidelines to 
facilitate the implementation of collaborative maternity care between midwives 
and obstetricians in private practice in South Africa. The objective of the study 
was thus met.   
 
 
  
 v 
KEY WORDS 
 
 
Collaborative maternity care 
Maternity care 
Midwife 
Obstetrician 
Partnership 
Perceptions 
Private sector 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 vi 
TABLE OF CONTENTS 
 
           Page 
 
ACKNOWLEDGEMENTS        i 
ABSTRACT          III 
KEY WORDS         V 
 
CHAPTER ONE:  INTRODUCTION AND OVERVIEW   1 
1.1 Introduction         1 
1.2 Orientation and background       2 
1.3 Problem statement and research question    10  
1.4 Research aim         11 
1.5 Research objectives        11 
1.6 Concept clarification        12 
1.7 Theoretical framework       14 
1.8 Research design and method      16 
1.8.1 Research design       16 
1.8.2 Research method       16 
1.9 Trustworthiness        16 
1.9.1 Credibility        17 
1.9.2 Transferability       17 
1.9.3 Dependability       18 
1.9.4 Conformability       18 
1.10 Ethical considerations       18 
1.11 Conclusion         19 
 
CHAPTER TWO:  RESEARCH DESIGN AND METHODOLOGY  20 
2.1 Introduction         20 
2.2 Rationale         20 
2.3 Research objectives        21 
 
 vii 
2.4 Research design        21 
2.4.1 Qualitative research design      21  
2.4.2 Exploratory        22 
2.4.3 Descriptive        23 
2.4.4 Contextual         23 
2.5 Research Methods        24 
2.5.1 Research population       24 
2.5.2 Sampling methods       25 
2.5.3 Data collection method      26 
2.5.4 Data analysis        28 
2.6 Pilot study         29 
2.7 Trustworthiness        30 
2.7.1 Credibility        30 
2.7.2 Transferability        31 
2.7.3 Dependability        32 
2.7.4 Conformability        32 
2.8 Ethical considerations       33 
2.8.1 Autonomy        33 
2.8.2 Non-maleficence       34 
2.8.3 Beneficence         34 
2.8.4 Justice         35 
2.9 Dissemination of results       35 
2.10 Conclusion         36 
 
CHAPTER THREE: DATA ANALYSIS, DISCUSSIONS AND LITERATURE               
CONTROL          37 
3.1 Introduction         37 
3.2 Presentation of the data analysis results     37 
3.3 Discussion of the findings       41 
3.3.1 Theme 1: Participants perceived a collaborative working 
relationship as being beneficial to maternity care.    41 
 
 viii 
3.3.1.1 Sub-theme 1.1: Participants believe that collaboration 
between midwife and obstetrician will result in better maternity 
care.          43 
3.3.1.2 Sub-theme 1.2: Participants believe that collaboration      
will promote good communication between obstetricians,   
midwives and patients.       49 
3.3.2 Theme 2: Participants identified that there might be critical 
impediments that need to be addressed in order to realize 
collaborative maternity care.       54 
3.3.2.1 Sub-theme 2.1: Participants anticipate a possibility of 
positive collaboration if there is knowledge of the respective      
roles of the partners.       56 
3.3.2.2 Sub-theme 2.2: Participants anticipate a possibility of 
positive collaboration if there is acknowledgement of legal and 
financial implications of such a partnership.    63 
3.3.2.3 Sub-theme 2.3: Participants anticipate the possibility of 
positive collaboration if there are requirements by the different 
registration bodies.       69 
3.4 Conclusion         71 
 
CHAPTER FOUR: DEVELOPMENT OF GUIDELINES    73 
4.1 Introduction         73 
4.2 Theoretical framework       73 
4.3 Guidelines to facilitate the implementation of a midwife-obstetrician 
collaboration in maternity care for women in the private sector.  75 
4.3.1 Guideline 1:  Create a set of core values that form the basis of 
collaborative maternity care.          77                                                                     
4.3.2 Guideline 2: Create a working tool for midwives and obstetricians 
with principles for collaboration.        78 
 ix 
4.3.3 Guideline 3:  Enable women to choose care that is based on the  
best evidence and is appropriate for themselves and for their local 
environment.                  79                                           
4.4 Conclusion         80 
         
CHAPTER FIVE:  GUIDELINES, RECCOMENTDATIONS, LIMITATIONS  
AND CONCLUSIONS        81 
5.1 Introduction         81 
5.2 Summary and objectives       81 
5.3 Presentation of guidelines       84 
5.4 Limitations of the study       84 
5.5 Recommendations        85 
 5.5.1 Recommendations for clinical practice     85 
 5.5.2 Recommendations for midwifery education   87 
 5.5.3 Recommendations for midwifery research   87 
5.6 Conclusion         88 
 
BIBLIOGAPHY         89 
 
ANNEXURE A: LETTERS FOR PERMISSION TO CONDUCT  
                          THE STUDY        94 
ANNEXURE B:  CONSENT FORMS PARTICIPANTS     95 
ANNEXURE C:  PERMISSION TO CONDUCT RESEARCH FRTI    96 
ANNEXURE D:  LETTER TO INDEPENDENT CODER    97 
ANNEXURE E:  COPY OF TRANSCRIBED INTERVIEW     98 
 
 
 
 
 
 
 x 
LIST OF TABLES 
 
 
Table 3.1 Characteristics of the participants     39 
 
Table 3.2 The main themes and sub-themes relating to the perceptions of 
private sector midwives and obstetricians regarding collaborative 
maternity care.         40 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 xi 
LIST OF FIGURES 
 
 
Figure 3.1 Diagrammatic representation of theme 1 and its sub-themes 42 
 
Figure 3.2 Diagrammatic representation of sub-theme 1.1 and  
      its categories        44 
 
Figure 3.3 Diagrammatic representation of sub-theme 1.2 and 
      its categories        50 
 
Figure 3.4 Diagrammatic representation of theme 2 and its sub-themes 55 
 
Figure 3.5 Diagrammatic representation of sub-theme 2.1 and 
       its categories        56 
 
Figure 3.6 Diagrammatic representation of sub-theme 2.2 and 
       its categories        64 
 
Figure 3.7 Diagrammatic representation of sub-theme 2.3 and    
      its categories         69 
 
Figure 5.1 Diagrammatic representation of theme 1 and its sub-themes  83 
 
Figure 5.2 Diagrammatic representation of theme 2 and sub-themes 83 
 
 
 
 
 
 
 
 1 
CHAPTER ONE 
INTRODUCTION AND OVERVIEW 
 
1.1 Introduction 
“Risk like beauty, is in the eye of the beholder. We need to focus on the 
partnership between women, midwives and gynaecologists.”  Jeroen van 
Dillen (Gynaecologist, St Radboud UMC). 
The researcher studied midwifery in Belgium and worked in the Netherlands as a 
midwife from August 2002 until September 2004 before relocating to South-Africa 
in October 2004. The Netherlands national health sector does not distinguish 
between a private and public sector. Midwives are the sole professionals 
responsible for all deliveries in the Netherlands, whether these be in the homes 
of the clients or at the hospital. The midwives are free to call the doctors for 
assistance whenever the need arises and this understanding has led to a good 
professional working relationship. Currently, because of this relationship between 
the two disciplines, the caesarean section rate in the Netherlands is about 15% 
which is amongst the lowest in the developed countries of the world (Centraal 
Buraeu voor de Statistiek, 2007:166).   
On the contrary in South Africa, a developing country with two practice sectors 
namely private and public, the role of the midwife is not truly understood and the 
caesarean section delivery rates are increasing in both the public and the private 
sectors. Willie (2012:87) states that particularly in the private sector, recorded 
caesarean section rates have been among the highest in the world. In the public 
sector the midwife is the main professional who is responsible for taking care of 
women during pregnancy, labour and delivery, whereas in the private sector the 
doctor takes full responsibility for the pregnant women and for the main part of 
the intrapartum period. Most decisions on the need for a caesarean section 
delivery in the public sector are often discussed and made in conjunction with the  
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midwife, while in the private sector such decisions are taken by the obstetrician 
during the ante-natal and intra-partum phase in conjunction with the client. There 
are a few independent midwifes in the country, but they look after a very small 
portion of women in the private sector. Currently the rate of caesarean section 
deliveries in the private sector can be as high as 70% per total number of live 
births per year (Schlosberg & Templer, 2010:37).  
The current study intends to explore and describe the perceptions of midwives 
and obstetricians in the private sector regarding the feasibility of collaboration in 
maternity care. As mentioned above, the caesarean section rate is rising in both 
public and private sector. Both sectors have their own challenges that are very 
different in nature. For the purpose of this study, only the private sector is 
included. This chapter introduces the topic, explains the context of the study and 
describes the research plan. A qualitative research design will be employed, 
using one-on-one semi-structured interviews as a means of data collection. 
 
1.2 Orientation and background 
The international increase in the rate of caesarean section deliveries is a concern 
to midwives. An extreme example of such an increase is in South Korea, where 
the national caesarean section rate rose from 4.4% in 1982 to 37% in 2003. In 
Norway a more moderate increase has been observed: from 2.0% in 1968 to 
15,4% in 2004 (Tollanes, Thompson, Daltveit & Irgens, 2007:840). The increase 
in Canada on the other hand rose steadily from 17.5% of deliveries in 1994-1995 
to 28% in 2009 (Chaillet & Dumont, 2007:54; Harris, Janssen, Saxell, Carty, 
MacRae & Petersen, 2012:1885).  
The World Health Organization (WHO) states that no region in the world is 
justified in having a caesarean section rate greater than 10-15%, which is the 
number of caesarean deliveries over the total number of live births (Betran, 
Merialdi, Lauer, Bing-Shun, Thomas, van Look & Wagner, 2007:98; Chaillet & 
Dumont, 2007:54; Gunnervik, Sydsjo, Sydsjo, Selling & Josephson, 2008:438). 
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Despite this requirement caesarean section delivery rates have increased over 
the past few decades, often greatly exceeding this recommended limit 
(Gunnervik, et al., 2008:438; Lee & Kirkman, 2008:449; McCourt, Weaver, 
Statham, Beake, Gamble & Creedy, 2007:65; Monari, di Mario, Facchinetti & 
Basevi, 2008:129). In more developed regions, the rates range between 6.2% 
and 36% with an average of 21.1% per total live births, while in less developed 
regions a variation is marked between 3.5% and 29.2% with an average of 
14.3% (Betran, et al., 2007:100-101) and this increase is concerning. 
As mentioned earlier in the introduction of this study, the caesarean section 
delivery rate in the private sector in South Africa has increased. The caesarean 
section rate could at times be five times higher than the norm as recommended 
by the WHO (James, Wibbelink & Muthige 2012:406; Keeton 2010:13; 
Schlosberg & Templer, 2010:37). As a result, giving birth surgically in South 
Africa is often perceived by the public as ‘normal’ and ‘safer’ than vaginal 
delivery, even for low-risk pregnancies (Schlosberg & Templer, 2010:37). Keeton 
(2010:21) reports some of the reasons for the high incidence of caesarean 
section deliveries in South Africa as being wealth and membership of a medical 
aid scheme that will pay the expenses. The other reason cited as contributing to 
the phenomenon in South Africa is possibly the lack of involvement of midwives 
during the care of these women (James, Wibbelink & Muthige, 2012:408). These 
authors conducted a study to investigate the role of midwives in the choice of 
delivery mode by the women in the private health sector and the findings 
revealed less involvement of midwives with the pregnant women. The impression 
was created that should the midwives be given an opportunity to make an input, 
less women would be delivered by caesarean section. For that reason these 
authors recommended collaboration between midwives and obstetricians in the 
private sector in South Africa for the care of pregnant and delivering women. 
Various other studies reported reduced rates of caesarean delivery associated 
with collaborative care models. Harris, et al. (2012:1891) found that women 
attending a collaborative program of maternity care, were less likely to have a  
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caesarean delivery, had shorter hospital stays on average and were more likely 
to breastfeed exclusively than women who received standard care. Waldman and 
Kennedy (2011:503) state that collaborative practice will benefit the future of 
maternity care as it will provide obstetricians and midwives with access to a 
system of care that fosters collaboration among licensed, independent providers. 
The International Federation of Gynaecology and Obstetrics (FIGO) believes that 
there are very good reasons for obstetricians and gynaecologists to collaborate 
closely with midwives to help strengthen midwifery. Partnerships between 
obstetricians and midwives can help produce effective professional results. The 
following benefits for such collaboration are stated by FIGO (2011): 
• Credibility: A partnership between two major collaborators in maternal 
and newborn health increases credibility.  
• Sustainability: Achieving results in maternal and newborn health, and 
other areas of sexual and reproductive health and rights, requires 
systematic work over long periods. Working together promotes a 
methodical timetable.  
• Supplementing each other in competence: Obstetrician and midwives 
have different professional strengths, roles and competencies. Working 
together on defined activities can make these strengths act in synergy for 
a stronger overall effect.  
• Networking: Midwives and obstetricians often have different networking 
channels, for example in government, within the health system and with 
other national partners. Collaboration gives access to a larger, joint 
network.   
• Different perspectives: Doctors and midwives often have different 
backgrounds, which may prompt new viewpoints when considering 
different population groups. This may help to enhance joint projects.  
• Organizational strengths: An obstetrician/gynaecologist society is often 
organizationally stronger than its respective national midwifery society.  
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Replacing professional rivalry with mutual interest should be the main goal 
in order to improve the health of women and newborns worldwide.  
To explore the different forms of partnerships between a midwife and an 
obstetrician, one needs to understand what a midwife is and what is expected of 
her. The International Confederation of Midwives (ICM) recognizes the midwife 
as a responsible and accountable professional who works in partnership with 
women to give the necessary support, care and advice during pregnancy, labour 
and the postpartum period, to conduct births on their own responsibility and to 
provide care for the newborn and infant. This care includes preventative 
measures, the promotion of normal birth, the detection of complications in mother 
and child, access to medical care or other appropriate assistance and the 
carrying out of emergency measures (International Confederation of Midwives 
[ICM] 2013:2). 
The ICM describes key midwifery concepts that define the unique role of 
midwives in promoting the health of women and childbearing families namely,: 
partnership with women to promote self-care and the health of mothers, infants 
and families, respect for human dignity and for women as persons with full 
human rights, advocacy for women so that their voices are heard and cultural 
sensitivity are some of these key midwifery concepts. Lastly the ICM identifies 
working with women and health care providers to overcome those cultural 
practices that harm women and babies with a focus on health promotion and 
disease prevention that views pregnancy as a normal life event as part of those 
key midwifery concepts that are crucial in promoting healthy reproductive care 
(ICM 2013:2). All these recommendations by the ICM could benefit the midwives 
and obstetricians as partners in South Africa. 
One can conclude from the aforementioned discussion that the midwife is the 
expert for low-risk pregnancy, educating and advocating for women through the 
pregnancy period and childbirth. It is for this reason that the midwife could be the 
best health care professional to partner with an obstetrician in maternity care. 
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The current study seeks to investigate the feasibility of such partnerships in order 
to assist in the supervision and care of pregnant women and during the perinatal 
care so that the tendency for caesarean section deliveries is limited.  
In South Africa midwives could either be employed in public or private hospital 
settings or they could practice independently. In the public sector, midwives are 
in a position to provide holistic care to the mother and newborn by managing the 
prenatal care, delivering the baby, providing postnatal care for the mother as well 
as providing neonatal care to the newborn on their own, especially in the 
midwife-obstetric units which are low-risk midwifery units. The obstetrician or 
paediatrician will be consulted whenever necessary or called out in an 
emergency. Midwives employed in the private sector facilities on the other hand, 
have limited opportunities to provide prenatal care as the women are attended to 
by their private doctors or obstetricians and midwives generally do not deliver the 
baby unless it is a rapid delivery and the doctor has not yet arrived.  
The midwife who is employed at a private hospital normally meets the mother 
during labour and monitors the mother’s progress of labour. The midwife will 
contact the relevant obstetrician when the mother is ready to deliver or if the 
observations made give a reason for concern. The midwives are also expected to 
assist the obstetrician during the delivery of the baby and support the mother in 
the postnatal period in the hospital with breastfeeding as well as any further 
monitoring that may be needed. Under these circumstances the relationship 
between the mother and the midwife is shortened and, at times, strained as 
these two people are not familiar with one another hence it might be difficult for 
the midwife to provide any advice. In South Africa most of the women who can 
financially afford to and/or have a medical aid, will receive their medical care in 
the private sector. These women generally opt for an obstetrician for their pre-
natal care (Connecting Kidz, 2012:1). 
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Independent midwives, who practice according to the prescriptions of the South 
African Nursing Council (Regulation R.2488, 1990), have no affiliation to a 
specific medical institution and are therefore employed by the expectant couple. 
They offer all the prenatal care for the duration of the pregnancy for any 
abnormalities that may arise and refer each woman for the relevant scans and 
obstetric support, either in the private or public sector. They are able to assist 
mothers with home, water and hospital births. Independent midwives stay with 
the mother for the duration of the labour and remain to assist with the baby's first 
breastfeed. Their care also extends to the postnatal period where they are able 
to do home visits to assist with the demands of being a new mother and help with 
breastfeeding. They are required to refer high-risk pregnancies to obstetricians 
for case management but they can still provide other expertise unique to their 
profession (Regulation, R.2488, 1990, Chapter 2). This group of midwives are in 
a position to make a positive input in terms of limiting the rate of caesarean 
sections deliveries, but there are only a few independent midwives in the country 
and these are used by a very small percentage of the pregnant women. 
Partnerships or collaborative practices between midwives and obstetricians are 
not a new phenomenon hence the recommendation for South African 
obstetricians and midwives to consider these. There are many different 
collaborative models of care that work well. Waldman and Kennedy (2011:503) 
define a collaborative practice as “the provision of health care by an 
interdisciplinary team of professionals who collaborate to accomplish a common 
goal, and that is associated with increased efficiency, improved clinical 
outcomes, and enhanced provider satisfaction”. Furthermore, these authors state 
that collaborative practice will benefit the future of maternity care as it will provide 
obstetricians and midwives with access to a system of care that fosters 
collaboration among licensed, independent providers (Waldman & Kennedy, 
2011:503).    
To explore the possibilities of collaboration between midwives and obstetricians, 
one can learn from maternity care in other countries. For the purpose of this 
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study, the researcher wants to illustrate the maternity care in the Netherlands 
and New Zealand as such examples. 
Wiegers and Hukkelhoven (2010:80) state that the maternity care in the 
Netherlands is known for its high percentage of home births (22%) and for the 
independent position of midwives. The Dutch health care system is rendered on 
a primary, secondary and tertiary care level. The first point of contact with the 
health care system for a patient is primary care, which is freely accessible, close 
to people’s homes and general. Primary care providers, such as general 
practitioners and midwives, are gatekeepers for secondary care hospitals and 
medical specialists. The woman needs a referral from a primary care practitioner 
to have access to a secondary care practitioner, a medical specialist. Most 
midwives in the Netherlands work in primary care, where they are the lead 
professionals providing care to women with ‘normal’ or uncomplicated 
pregnancies. They are independent practitioners and work in single handed, duo-
, or group-practices. In the case of complications, or where an increased risk of 
complications arises during pregnancy, labour or in the postpartum periods, the 
midwife will refer her client to secondary care, where a gynaecologist will take 
over the responsibility. The indications for referral have been agreed upon by all 
professional groups involved and are laid down in the so called Obstetric 
Indication List (Wiegers & Hukkelhoven, 2010:80). The caesarean section rate in 
the Netherlands is kept low because of this model of care. With a low-risk 
approach to pregnancy and birth and a good referral system to obstetricians, 
midwives can be the primary care givers of pregnant women.   
The other example of such a collaborative care model is that that is practiced in 
New Zealand. The maternity service in New Zealand is known for continuity of 
care which is established in legislation and where midwives have full autonomy 
of practice with prescribing rights, use of laboratory facilities, access to hospitals, 
and equal remuneration with doctors. Regulations guiding the provision of 
maternity care recognize that pregnancy and childbirth are a normal life stage for 
most women. Currently, each pregnant woman in New Zealand is required to 
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choose a lead maternity caregiver (LMC) who is responsible for the assessment 
of her needs, planning of her care with her and the care of her baby and who 
facilitates the provision of appropriate additional care for those women and 
babies who need it. This caregiver may be a midwife, a general 
practitioner/family doctor or an obstetrician (Skinner & Foureur, 2010:28). Of the 
women in New Zealand, 75% choose a midwife as their LMC, which contrasts 
markedly with the 5.6% who chose family doctors and the 6% who chose 
obstetricians. The effect of this is that there are a considerable number of women 
who have no physician input during their childbearing. There is no formal risk-
screening process to undergo before women choose their caregivers, but there 
are national referral guidelines. These guidelines, negotiated between midwives, 
family doctors, and obstetricians, provide a comprehensive list of clinical 
conditions commonly associated with pregnancy and rate them according to the 
degree of complexity. The guidelines describe three levels of consultation, 
namely:  
• Recommending to the woman that a consultation is warranted where 
possible. 
• Must recommend to the woman that a consultation is warranted. 
• Must recommend to the woman that the responsibility for care be handed 
over. 
 
Similar types of obstetric referral guidelines are found in other countries, such as 
Australia and Canada. They are also reflected in the American College of Nurse-
Midwives (ACNM) position statement on collaborative management. While this 
statement does not provide a list of specific conditions, it does describe the same 
three levels of interaction with obstetrics: consultation (seeking advice or 
opinion), collaboration (joint management), or referral (complete handover of 
care) (Skinner & Foureur, 2010:28).  
 
The models of care illustrated above are only possible with good midwife-
obstetrician collaboration. It is also noted that there are similarities in the way 
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midwifery is practiced in different developed nations in the world, which make 
international midwifery care comparisons important (Skinner & Fourere, 
2010:28). It is the opinion of the researcher of this study, based on the discussion 
and midwifery care models presented above, that the midwife can take a more 
prominent role and make a positive input in the care of pregnant women in the 
private sector in South Africa. The researcher is therefore of the opinion that 
ways of partnering between midwives and obstetricians should be explored. The 
current study aims to explore and describe perceptions of private sector 
midwives and obstetricians regarding collaborative maternity care. 
 
1.3  Problem statement and research question 
The researcher conducted a quantitative research study in 2011 on the factors 
that influence pregnant women’s’ choice of delivery mode in the private sector 
(James, Wibbelink & Muthige, 2012:406-408). This study was conducted as part 
of the requirements for the Baccalaureus Curationis Honores Degree. The 
research findings of the aforementioned study portrayed a trend which indicated 
that private institutions do not fully utilize the expertise of the midwives with 
regard to maternal care. One could question whether the role of the midwives is 
dwindling in the private institutions. The lack of the involvement of midwives in 
the care of pregnant women in the private sector is indicated as one of the 
reasons related to the high caesarean section delivery rates. Different studies 
reported reduced rates of caesarean delivery associated with collaborative care 
models. Women attending a collaborative program of maternity care, were less 
likely to have a caesarean delivery, had shorter hospital stays on average and 
were more likely to breastfeed exclusively than women who received standard 
care (Harris, et al., 2012:1891). Waldman and Kennedy (2011:503) state that 
collaborative practice will benefit the future of maternity care as it will provide 
obstetricians and midwives with access to a system of care that fosters 
collaboration among licensed, independent providers. The above-mentioned 
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findings motivated the researcher to undertake a study to explore and describe 
perceptions of midwives and obstetricians in the private sector regarding 
collaborative maternity care.  The context of the study is the Eastern Cape 
province.  The hospital based midwives and obstetricians for will be selected 
from the Nelson Mandela Metropole, the independent midwives however are 
from the whole of the Eastern Cape due to the small size of this population.   
The following research question arose from the above mentioned problem: 
• What are the perceptions of private sector midwives and obstetricians 
regarding collaborative maternity care?   
 
1.4 Research aim  
The aim of the research is to explore and describe the perceptions of private 
sector midwives and obstetricians regarding the possibility of a professional 
collaboration between the midwife and obstetrician relating to maternity care. The 
information obtained from this study will assist in developing guidelines for 
collaborative maternity care between midwives and obstetricians in private 
practice in South Africa. 
 
1.5 Research objectives 
The objectives of the study are: 
• To explore and describe the perceptions of private sector midwives and 
obstetricians regarding collaborative maternity care.  
• To use the results of the study to develop guidelines to facilitate the 
implementation of midwife-obstetrician collaboration in maternity care for 
women in the private sector.  
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1.6 Concept clarification 
The following concepts will be clarified so as to provide the study with meaning.  
Collaborative maternity care: The term collaboration as defined by Hornby 
(2005:235) is understood to be ‘when two or more people work together to create 
or achieve the same thing’ while the term collaborative is stated as ‘involving two 
or more people working together for a special purpose’. Collaborative practice on 
the other hand is the provision of health care by an interdisciplinary team of 
professionals who work together to accomplish a common goal and is associated 
with increased efficiency, improved clinical outcomes and enhanced provider 
satisfaction (Waldman & Kennedy, 2001:503). Therefore, the term collaborative 
maternity care in this study will refer to a dynamic process of facilitating 
communication, trust and pathways that enable the private practice midwife and 
obstetrician to provide safe, woman-centred care. Collaborative maternity care 
enables women to be active participants in their care. Collaboration includes 
clearly defined roles and responsibilities for everyone involved in the woman’s 
care, especially for the person the woman sees as her maternity care coordinator 
(National Health and Medical Research Council [NHMRC], 2010:1). 
Maternity care: Maternity means the state of being or becoming a mother 
(Hornby, 2005:909). The word maternity before a noun – maternity care - is care 
related to pregnancy and birth (Walter, 2005:782).    
Midwife: The Nursing Act, No.33 of 2005 describes a midwife as “a person who, 
having been regularly admitted to midwifery education programmes, is legally 
licensed to give the necessary supervision, care and advice to women during 
pregnancy, labour and the postnatal period”. 
As stated by Baillière’s Nurses’ Dictionary (Weller, 2009:258) the International 
Confederation of Midwives (1972) and the International Federation of 
Gynaecologists and Obstetricians (1973) define a midwife as a person who, 
having been regularly admitted to a midwifery education programme duly 
recognized in the country in which it is located, has successfully completed the 
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prescribed course of studies. She/he has acquired the requisite qualifications to 
be registered and/or legally licensed to practice midwifery, to be able to give the 
necessary supervision, care and advice to women during pregnancy, labour and 
the postpartum period, conduct deliveries on her/his own responsibility and care 
for the newborn and the infant. In this study the term refers to a midwife who is 
working as an independent midwife or as a hospital based midwife in the private 
sector in South Africa.   
Obstetrician: A physician or surgeon qualified to practice in obstetrics. 
Obstetrics is defined as relating to childbirth and the processes associated with it 
(Soanes & Stevenson, 2008:987). A doctor who is trained in obstetrics with 
obstetrics meaning the branch of medicine concerned with the birth of children 
(Hornby, 2005:1007).  
Partnership: The state of being a partner or partners. A partner is a person who 
takes part in an undertaking with another or others especially in a business of a 
firm with shared risks and profits (Soanes & Stevenson, 2008:1045); The state of 
being a partner in a business (Hornby, 2005:1063). In this study the concept 
partnership refers to collaboration. These terms are used interchangeably.  
Perceptions: A way of regarding, understanding or interpreting something; 
intuitive understanding and insight (Soanes & Stevenson, 2008:1063). An idea, a 
belief or an image you have as a result of how you see or understand something 
(Hornby, 2005:1079). 
Private Sector: Private industry: independent, non-state, privatized, 
denationalized, commercial, private-enterprise (Hawker & Waite, 2007:651) or 
the part of the national economy not under direct state control (Day, 2007:1142). 
In this study, the private sector refers to the private healthcare system that is not 
controlled by the state but run for private profit. 
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1.7 Theoretical framework 
There are many definitions for the term ‘theory’ and several concepts are used 
interchangeably with the term, such as conceptual framework, paradigm, 
theoretical framework and theoretical perspective. A theory summarizes and 
organizes current understanding of a particular phenomenon, and may be 
systematically tested in the ‘real world’ by research (Brink, 2009:19).  
A theoretical framework is based on propositional statements resulting from an 
existing theory. It interrelates concepts to create a specific way of looking at a 
particular phenomenon. By developing a framework within which ideas are 
organized, the researcher is able to show that the proposed study is a logical 
extension of current knowledge (Brink, 2009:24).   
The theoretical framework used as a lens to view the phenomenon of this study 
is based on the Australian Government’s National Health and Medical Research 
Council principles which provide a framework for an effective maternity care 
collaboration between the midwife and obstetrician. The principles of maternity 
care collaboration provide midwives and obstetricians with a framework for 
service policy development and individual professional behaviour which 
facilitates best-practice maternity care. The nine principles of the Australian 
Government’s National Health and Medical Research Council will be used as a 
lens to guide the focus of this study as follow:  
1. Maternity care collaboration places the woman at the centre of her own care, 
while supporting the professionals who are caring for her (her carers). Such 
care is coordinated according to the woman’s needs, including her cultural, 
emotional, psychosocial and clinical needs.  
2. Collaboration enables women to choose care that is based on the best 
evidence and is appropriate for themselves and for their local environment.  
3. Collaboration enables women to make informed decisions by ensuring that 
they are given information about all of their options. This information should be 
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based on the best evidence, and agreed to and endorsed by professional and 
consumer groups.  
4. Collaborating professionals, regardless of the model of care, establish a 
clearly defined and inclusive reciprocal communication strategy using sensitive 
language to support professional trust.  
5. Collaboration has an underpinning safety and quality framework that includes 
monitoring health outcomes for mothers and babies, regular multidisciplinary 
discussions about how the collaboration is working (involving women who 
have used the service) and public reporting.  
6. Collaborating professionals respect and value each other’s roles, provide 
support to each other in their work and provide education to meet each other’s 
needs.  
7. Collaboration is committed to joint education and training, following a 
consistent, agreed care plan and research focused on improving outcomes. 
8. Collaboration aims to maximise continuity in a woman’s care and care-giver, 
throughout pregnancy, birth and the early postnatal period.  
9. Collaboration aims to maximize continuity in a woman’s care by providing a 
clear description of roles and responsibilities to support the person that a 
woman nominates to coordinate her care (her ‘maternity care coordinator’) 
(NHMRC, 2010:7). 
The abovementioned principles will therefore underpin this study which aims to 
explore and describe the perceptions of midwives and obstetricians in the private 
sector regarding the feasibility of a professional partnership between the midwife 
and obstetrician relating to maternity care. The information obtained from this 
study will assist in developing guidelines for a collaborative maternity care 
partnership between midwives and obstetricians in private practice in South 
Africa.  
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1.8 Research design and method 
The research design and method will be briefly outlined in this section of the 
study. A more detailed discussion will be presented in chapter two of this study.   
1.8.1 Research design 
The research design forms the ‘blueprint’ of the study and determines the 
methodology used by the researcher to obtain sources of information and to 
interpret the results (Brink, 2009:92). The research design for this current study is 
qualitative with an exploratory, descriptive and contextual approach.  
1.8.2 Research method 
Research methods are the techniques researchers use to structure a study and 
to gather and analyze information relevant to the research question (Polit & Beck, 
2012:12). The research method involves data colletcion and data analysis. The 
research population will be private sector midwives and obstetricians.  Non-
probability, purposive sampling will be used for the purpose of this study. The 
data collection method for this study is the semi-structured one-to-one interviews, 
making observations and field notes. The researcher will follow Creswell’s data 
analysis spiral as a guide for her analysis. 
 
1.9 Trustworthiness 
Qualitative researchers agree on the importance of doing high-quality research. 
The meaning of high-quality research has caused much controversy in the past. 
Reliability and validity are commonly used in quantitative research. The 
standards for trustworthiness in qualitative research parallel the standards of 
reliability and validity in quantitative research. This section will explain how 
trustworthiness will be ensured throughout the study. Polit and Beck (2012:584) 
and De Vos, Strydom, Fouche & Delport (2011:419) describe four different 
criteria for trustworthiness,  
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namely: credibility, transferability, dependability and conformability. These were 
proposed by two prominent qualitative researchers namely Lincoln and Guba. 
1.9.1 Credibility 
Credibility has as its goal to demonstrate that the inquiry was conducted in such 
a manner as to ensure that the subject has been accurately identified and 
described (De Vos, et al., 2011:420). It refers to confidence in the truth of the 
data and their interpretations. Qualitative researchers must strive to establish 
confidence in the truth of the findings for the particular participants and contexts 
in the research (Polit & Beck, 2012:585). Different strategies to ensure credibility 
will be applied, namely a pilot study, persistent observation, member checking, 
peer review and literature control. Furthermore the participants will be selected 
according to specific criteria stated in the paragraph on ‘research population’.  
1.9.2 Transferability  
With transferability the researcher asks whether the findings of the research can 
be transferred from a specific situation or case to another. A qualitative study’s 
transferability or generalizability to other settings may be problematic. Designing 
a study in which multiple cases, multiple informants or more than one data-
gathering method are used can greatly strengthen the study’s usefulness for 
other settings (De Vos, et al., 2011:420). Polit and Beck (2012:585) refer to 
transferability as the extent to which findings can be transferred to or have 
applicability in other settings or groups. Transferability could be enhanced by 
triangulation whereby various members of the multi-disciplinary team 
(obstetricians, independent midwives and hospital midwives) would be asked to 
participate in the study in order to determine the content of the programme. The 
researcher will continue interviewing until data saturation has been obtained. If 
the researcher provides rich data in the report, other interested parties could 
ascertain whether it would be possible to implement the findings in another, 
similar situation. The researcher will use a triangular approach by using multiple  
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sources of data namely obstetricians, independent midwives and hospital 
midwives.  
1.9.3 Dependability 
Dependability refers to the stability of data over time and conditions. It asks the 
question of whether the findings of an enquiry would be repeated if it were 
replicated with the same or similar participants in the same context. Credibility 
cannot be attained in the absence of dependability (Polit & Beck 2012:585). To 
ensure dependability the researcher and an independent coder will code the 
data. The findings will be compared in order to ensure that the identified 
categories and sub-categories are an accurate representation of data.   
1.9.4 Conformability 
Conformability captures the traditional concept of objectivity. It is necessary to 
ask whether the findings of the study could be confirmed by another researcher 
(De Vos, et al., 2011:421). This criterion is concerned with establishing that the 
data represent the information participants provided and that the interpretations 
of that data are not invented by the inquirer (Polit & Beck, 2012:585). The 
researcher will obtain the services of an independent coder in order to enhance 
the conformability of the study. The conformability of the study will be proved if 
both the researcher and the independent coder arrive at similar themes after 
analysing the transcripts of the interviews. The researcher will consult with her 
supervisors who are knowledgeable about qualitative research, to see if 
trustworthiness has been established. An audit procedure can be done on the 
results. Where necessary further advice will be obtained from students who have 
done qualitative research. 
 
1.10 Ethical considerations 
A researcher is responsible for conducting research in an ethical manner. Green 
and Thorogood (2009:68) state that the Declaration of Helsinki (WMA 2000) sets  
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out ethical principles for medical research for the World Medical Association. This 
begins with placing the well-being of the ‘human subject’ above the interest of 
science and society. The ethical approval of social research is generally left to 
individual institutions rather than professional bodies. Before the study will be 
conducted, permission will be obtained from the relevant institutional committees, 
namely, the Nelson Mandela Metropolitan University’s Department of Nursing 
Science and the Faculty Research, Technology and Innovation Committee 
(FRTI) of the Faculty of Health Sciences.  
Most codes of ethics take the following ‘four principles’ as a starting point: 
autonomy (informed consent), non-maleficence (confidentiality), beneficence and 
justice (Green & Thorogood, 2009:64). These ethical principles will be adopted in 
this study and a more in-depth discussion of these principles will follow in 
Chapter two.   
 
1.11 Conclusion 
This chapter introduced the research topic and gave a brief outline of the 
research plan for the study. The background and context of the study was 
explained in the literature review. The researcher’s main objective is to explore 
and describe the perceptions of private sector midwives and obstetricians 
regarding collaborative maternity care. Chapter two will provide a description of 
the design and methodology followed in this research study. 
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CHAPTER TWO 
RESEARCH DESIGN AND METHODS  
 
2.1 Introduction 
The researcher provided an introduction and an overview of the research study in 
Chapter one. The problem statement, research question, purpose and objectives 
were highlighted. This chapter presents a detailed description of the research 
design and methods used to explore and describe the perceptions of private 
sector midwives and obstetricians regarding collaborative maternity care. 
 
2.2 Rationale 
The researcher conducted a quantitative research study in 2011 on the factors 
that influence pregnant women’s choice of delivery mode in the private sector as 
part of the requirements for the Baccalaureus Curationis Honores Degree. The 
research findings of the aforementioned study portrayed a trend which indicated 
that private institutions do not fully utilize the expertise of the midwives with 
regard to maternal care (James, Wibbelink & Muthige, 2012:406-408). The lack 
of the involvement of midwives in the care of pregnant women in the private 
sector is indicated as one of the reasons that are related to the high caesarean 
section delivery rates in this sector (James, Wibbelink & Muthige, 2012:406-408). 
One could question whether the role of the midwife is dwindling in the private 
institutions. 
In South Africa ways of partnering between midwives and obstetricians should be 
explored. This study explored and described perceptions of private sector 
midwives and obstetricians regarding collaborative maternity care. 
 
 
 21 
2.3 Research objectives 
The objectives of this study which were utilized as a means to attain the aim of 
the study were the following: 
• To explore and describe the perceptions of private sector midwives and 
obstetricians regarding collaborative maternity care.  
• To use the results of the study to develop guidelines to facilitate the 
implementation of midwife-obstetrician collaboration in maternity care for 
women in the private sector.  
 
2.4 Research design 
The research design forms the ‘blueprint’ of the study and determines the 
methodology used by the researcher to obtain sources of information and to 
interpret the results (Brink, 2009:92). Babbie (2007:12) describes a research 
design as the process of focusing one’s perspective for the purposes of a 
particular study. It involves a set of decisions regarding what topic is to be 
studied, among which population, with what research methods and for what 
purpose. The research design chosen for this study was qualitative with an 
exploratory, descriptive and contextual approach. A description of the design for 
this study follows below. 
2.4.1 Qualitative research design 
Leedy and Omrod (2005:94) states that the qualitative approach is used to 
answer questions about the complex nature of phenomena, with the purpose of 
describing and understanding the phenomena from the participants’ point of 
view. The qualitative researcher seeks a better understanding of complex 
situations. According to Leedy and Omrod (2005:94), a qualitative researcher’s  
work is often exploratory in nature and they may use their observations to build 
theory from the ground up. The research process is holistic with the specific 
 22 
focus, design, data-collection methods and interpretations developing and 
possibly changing along the way.   
Polit and Beck (2012:739) define qualitative research as the investigation of 
phenomena in an in-depth and holistic fashion, through the collection of rich 
narrative materials using a flexible research design. Qualitative designs are used 
to explore meaning or to describe and promote understanding of human 
experiences or unfamiliar phenomena. Brink (2009:113) explains that qualitative 
methods focus on the qualitative aspects of meaning, experience and 
understanding, and that qualitative researchers study human experience from the 
viewpoint of the research participants and in the context in which the action takes 
place. 
The qualitative research design allowed the researcher to gain insight into and 
understanding about the perceptions of private sector midwives and obstetricians 
regarding the feasibility of forming a collaborative partnership for maternal care. 
The midwives and obstetricians were active participants and had a good 
opportunity to share their thoughts.   
2.4.2 Exploratory 
Exploratory research is done to get the answer to a ‘what’ question. It is 
conducted to gain insight into a situation, phenomenon, community or individual 
(De Vos, et al., 2011:95). As with descriptive research, exploratory research 
begins with a phenomenon of interest, but, rather than simply observing and 
describing it, exploratory research investigates the full nature of the 
phenomenon, the manner in which it is manifested and the other factors to which 
it is related (Polit & Beck, 2012:18).  
Exploratory research was used to establish the perceptions of private sector 
midwives and obstetricians regarding collaborative maternity care. Information 
was gathered through conducting semi-structured one-on-one interviews. By 
interviewing obstetricians, hospital based midwives and independent midwives, 
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the researcher could explore the different perceptions regarding collaborative 
maternity care.   
2.4.3 Descriptive  
Polit and Beck (2012:18) state that description is an important purpose of 
research. Qualitative researchers describe the dimensions, meanings and 
importance of phenomena (Polit & Beck, 2012:18). One refers to qualitative 
studies that do not have a formal name as descriptive qualitative studies (Polit & 
Beck, 2012:505). Burns and Grove (2011:7) apply descriptive research in nursing 
practice and name four different purposes for description. Through research, 
nurses (midwives) are able to describe what exists in nursing (midwifery) 
practice, discover new information, promote understanding of situations and 
classify information for use in the discipline (Burns & Grove, 2011:7). Description 
in qualitative studies is more likely to refer to the more intensive examination of 
phenomena and their deeper meanings, leading to thicker description. 
Descriptive research focuses on ‘how’ and ‘why’ questions (De Vos, et al., 
2011:96).  
The researcher used audiotaped interviews to gather information from private 
sector midwives and obstetricians regarding their perceptions pertaining to the 
feasibility of collaborative maternity care. The researcher was able to describe 
what exists in the midwifery practice and discovered new information regarding 
possible collaboration between private sector midwives and obstetricians. The 
information assisted in developing  guidelines for collaborative maternity care 
practice between midwives and obstetricians in private practice.   
2.4.4 Contextual 
Welman, Kruger and Mitchell (2005:191) explain how the context of the human 
being is involved in research. A person derives his or her true meaning from 
his/her life world, and, by existing, he/she gives meaning to his or her world. A 
person is dependent on his or her world for his/her existence and vice versa. 
Because of the unity between the researcher and what is being researched, 
human behaviour cannot be understood without appreciating the context in which 
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it takes place. Although the meaning of human existence is not equated with its 
context, it cannot be separated from it. It is therefore important to consider the 
context. Mason and Dale (2011:31) state that considering the context provides 
some valuable insights on the kinds of evidence or data used in each method as 
well as how a relationship is conceptualised.   
This study was done amongst obstetricians and midwives in the Eastern Cape 
who are working in the private sector. Chapter one explains how the maternity 
care is organized in South Africa and compares it with other countries. The 
context is very specific for this country, and the study will only make sense once 
it is viewed in its context. The views of the participants are shaped by their 
history, their culture, their social environment, etc. It is important to know this to 
be able to interpret the findings properly.  
 
2.5 Research Methods 
Research methods are the techniques researchers use to structure a study and 
to gather and analyze information relevant to the research question (Polit & Beck, 
2012:12). The research methods applied in this study included determining the 
research population, sample and the sampling method. It also included the 
identification of the data-collection method and analysis strategy. This section 
presents a description of the different methods that were used to conduct the 
study.   
2.5.1 Research population  
Subjects in qualitative studies are referred to as participants because the 
researcher and the participants cooperatively carry out the study. Participants are 
recruited by the researcher to participate in a study because of their particular 
knowledge, experience, or views related to the study (Burns & Grove, 2011:84). 
This study comprised two population groups, namely midwives either employed 
 25 
at private hospitals or practising as independent midwives and obstetricians who 
are in private practice in the Eastern Cape. The inclusion criteria for the midwives 
were that they:  
• were permanently employed in the maternity section of the private 
hospitals and have been practicing midwifery for at least one year. 
• were practicing as independent midwives for at least one year.  
• were registered as a midwife with the South African Nursing Council.  
The inclusion criteria for the obstetricians were that they: 
• have established private practices of at least one year duration. 
• were registered with the Health Professions Council of South Africa. 
2.5.2 Sampling methods 
Creswell (2007:125) states that purposeful sampling is used in qualitative 
research. This means that the inquirer selects individuals and sites for study 
because they can purposefully inform an understanding of the research problem 
and central phenomenon on the study. Decisions need to be made about who or 
what should be sampled, what form the sampling will take and how many people 
or sites need to be sampled.   
Non-probability sampling is used most often in qualitative investigations. Each 
unit in a non-probability sampling frame does not have an equal chance of being 
selected for a particular study. The researcher seeks out individuals, groups and 
settings where the specific processes being studied are most likely to occur. A 
process of constant comparison between the individuals and groups being 
studied is essential, since the researcher is in pursuit of understanding all 
aspects of his or her research topic (De Vos, et al., 2011:391).  
For the purpose of this study, non-probability purposive sampling was used. The 
researcher approached all the independent midwives practicing in the Eastern 
Cape. The researcher is part of an independent midwife assosication in the 
Eastern Cape and know these midwifes personally.  She contacted them 
individually to see whether they want to participate in the study. Four of them 
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were interviewed. Two private hospitals in Port Elizabeth were approached to 
interview midwives working in their maternity section of which the researcher 
selected three midwives.  Only one of the seven midwives was qualified as an 
Advanced Midwife and she works in private practice as an independent midwife.  
Five obstetricians based in Port Elizabeth were interviewed. Two of them were 
known to the researcher, the other three were found through internet medical 
pages. A total of twelve participants were chosen according to the relevant 
inclusion criteria.  This number of participants included the two interviews that 
formed the pilot study.  
2.5.3 Data collection method 
Data was collected by means of semi structured one-on-one interviews, 
observations and making field notes. De Vos, et al. (2011:351-352) states that 
semi-structured one-on-one interviews are used to gain a detailed picture of a 
participant’s beliefs about, or perceptions or accounts of, a particular topic. This 
method gives the researcher and participant greater flexibility and is especially 
suitable when one is particularly interested in complexity or process, or when an 
issue is controversial or personal. Green and Thorogood (2009:94) explain that in 
a semi-structured interview, the researcher sets the agenda in terms of the topics 
covered, but the interviewee’s responses determine the kinds of information 
produced about those topics and the relative importance of each. 
The researcher wanted to gain insight with regard to the perceptions of private 
sector midwives and obstetricians regarding the feasibility of a collaboration 
relating to maternal care. The researcher identified what is currently happening in 
practice and what the different parties think about collaborative midwife-
obstetrician partnerships. The same main question was posed to all the 
participants and an interview schedule was kept and used to guide the 
interviews. The main question was:  
“Tell me, how do you perceive a collaborative maternity care partnership 
between midwives and obstetricians?”   
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The predetermined questions for the interview schedule were: 
• What could facilitate such a partnership?  
• What could hinder such a partnership? 
• What could be the benefits/advantages of such a partnership? 
Creswell (2007:118) designed a data collection circle consisting of a series of 
activities in the process of collecting data: locating site/individual, gaining access 
and making rapport, purposefully sampling, collecting data, recording 
information, resolving field issues and storing data. These are interrelated 
activities aimed at gathering good information to answer emerging research 
questions. Creswell (2007:118) recommends the researcher to consider the 
multiple phases in collecting data, phases that extend beyond the typical 
reference point of conducting interviews or making observations.  
The researcher of the study was responsible for the data collection process. She 
contacted the independent midwives and obstetricians who met the selection 
criteria in person and asked them to participate in the study. She approached the 
hospital and maternity unit managers to ask permission to interview the hospital 
based midwives (Annexure A). An introduction letter was given to the participants 
to explain the intention of the study, the title and objectives, the privacy and 
confidentiality procedures. The participants agreed to participate and signed a 
consent form (Annexure B). The interviews took place either at the hospital, 
doctors’ rooms, coffee shops or the participants’ homes as preferred by the 
participant. An audiotape recorder was used to assist the researcher with 
collecting the data. Permission was obtained from the participants and the 
recorder was placed visibly but unobtrusively in order not to distract the 
participant or researcher (De Vos, et al., 2011:359). Data collection was done 
from June to August 2013.  The researcher was the main data collection 
instrument and collected data until data saturation was achieved. Babbie 
(2007:310) states that it is vital to make full and accurate notes of what goes on 
during interviewing in the field. Field notes are a written account of the things the 
researcher hears, sees, experiences and thinks about during the course of 
interviewing (Babbie, 2007:311). The researcher wrote down impressions and 
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observations during and after data collection which formed her field notes. These 
notes helped the researcher to remember and explore the process of the 
interview and were used in this study. The researcher made back-up copies of 
computer files, used high-quality tapes for audio-recording information during 
interviews and made sure that the size of the tapes fits the transcriber’s machine 
as recommended by Creswell (2007:142).  
2.5.4 Data analysis 
The general process that researchers use for data analysis in qualitative 
research is the same across many books. Creswell (2007:148) summarizes it 
well in his book. He states that data analysis in qualitative research consists of 
preparing and organizing the data for analysis, then reducing the data into 
themes through a process of coding and condensing the codes and finally 
representing the data in figures, tables or a discussion. Burns and Grove 
(2011:93) explain that qualitative data analysis occurs concurrently with data 
collection, which means that the researcher is attempting to simultaneously 
gather, manage and interpret the growing bulk of data. The steps in the data 
analysis process are therefore more circular than linear. Creswell (2007:150) 
confirms this by stating that the analysis process conforms to a general contour, 
which is best represented in a data analysis spiral. To analyse qualitative data, 
the researcher engages in the process of moving in analytic circles rather than 
using a fixed linear approach. The researcher enters the data analysis spiral with 
data of text or images and exits with an account or a narrative. In between, the 
researcher touches on several facets of analysis and circles around and around.  
The researcher followed Creswell’s data analysis spiral as a guide for her 
analysis. She started with coding and categorizing as soon as data collection 
began. Burns & Grove (2011:95) state that coding is the process of reading the 
data, breaking text down into sub-parts, and giving a label to that part of the text. 
A code is a symbol or abbreviation used to classify words or phrases in the data. 
Different codes can be clustered in sub-categories and eventually becomes a 
core category and conceptual framework.  
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Interviews were transcribed within twenty-four hours of conducting each 
interview. The researcher followed Creswell’s data analysis spiral as a guide for 
her analysis (Creswell, 2007:150). The analysis involved the researcher 
familiarizing herself with the data and organisation of the data. Each interview 
was viewed to get the overall picture and some main points were written down 
that stood out. After that the interviews were analysed page by page, sentence 
by sentence and coded. Different codes that were related were grouped together 
to form a category. The main points were taken out of each paragraph and out of 
that categories and themes were found. A clean set of transcripts and the 
analysis of the researcher were presented to the independent coder for analysis. 
A formal meeting took place between the independent coder and the researcher 
to discuss the findings. These were sent to the researcher’s supervisor. 
Consensus on the themes and sub-themes was reached. These themes were 
used for further discussion and to answer the research questions.   
 
2.6 Pilot study 
A pilot study was conducted in order to test the practical aspects of the research 
study and to investigate the feasibility of the proposed study and to detect 
possible flaws in the data collection instruments (Brink 2009:166). The pilot study 
was a small-scale trial run of the actual research study (Brink 2009:206). The 
pilot study is usually informal In qualitative research and a few respondents 
possessing the same characteristics as those of the main investigation can be 
involved in the study, merely to ascertain certain trends. The purpose is to 
determine whether the relevant data can be obtained from the respondents. It 
allows the researcher to focus on specific areas that may previously have been 
unclear or to test certain questions (De Vos, et al., 2011:394). 
The researcher approached a hospital based midwife and an obstetrician for the 
pilot study. She knew both of them beforehand and they were willing to be 
interviewed. The pilot study was done the same way as described in the previous 
paragraphs on data collection and data analysis. It allowed the researcher to 
 30 
become familiar with the interview technique and analysis. She discussed the 
findings with her research supervisor to assess the feasibility of the study and the 
data collection instrument. No major flaws were identified other than the interview 
skill. These recommendations were mainly because the researcher was not an 
experienced interviewer and therefore at time asked leading questions. The 
researcher knew the participants beforehand and that influenced the data 
collection as it was not easy to remain neutral in her questioning style. The 
relevant changes were made before commencing with the main data-collection 
process.  
 
2.7 Trustworthiness 
Qualitative researchers agree on the importance of doing high-quality research. 
The meaning of high-quality research has caused much controversy in the past. 
Reliability and validity are commonly used in quantitative research. Standards for 
trustworthiness of qualitative research parallel the standards of reliability and 
validity in quantitative research. This section will explain how trustworthiness was 
ensured throughout the study.   
Polit and Beck (2012:584) and de Vos, et al. (2011:419) describe four different 
criteria for trustworthiness, namely: credibility, transferability, dependability and 
conformability.  These were proposed by two prominent qualitative researchers 
namely Lincoln and Guba. 
2.7.1 Credibility 
Credibility has as its goal to demonstrate that the inquiry was conducted in such 
a manner as to ensure that the subject has been accurately identified and 
described (De Vos, et al., 2011:420). Credibility refers to confidence in the truth 
and the interpretation of the data. Qualitative researchers must strive to establish 
confidence in the truth of the findings for the particular participants and contexts 
in the research (Polit & Beck, 2012:585). A pilot study was conducted in order to 
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ensure that the interview technique was effective in producing the desired 
results.   
To ensure credibility in this study the participants were selected according to 
specific criteria stated in the section on ‘research population’. The researcher 
engaged with the participants in a comfortable environment and made them feel 
comfortable. Sufficient time was allowed to engage with one another and 
questions were asked to ensure their true perceptions regarding collaborative 
maternity care. Peer examiners who are experts in the field of midwifery were 
asked to review the research study and give their comments. Lincoln and Guba 
identify member checking as a technique for establishing credibility. In a member 
check, researchers provide feedback to participants about emerging 
interpretations and obtain participants’ reactions to be able to confirm the 
accuracy of the interpretations (Polit & Beck, 2012:591). Member checking was 
done when the data was collected by deliberate probing to ensure that 
participants’ meanings were understood. Misunderstandings were corrected 
before the data was interpreted and analysed. Searching for external confirming 
or disconfirming evidence is another verification strategy that enhances credibility 
(Polit& Beck, 2012:593). Literature control was conducted by comparing the data 
with existing literature. This allowed the research findings to be contextualised 
within existing scientific knowledge.  
2.7.2 Transferability  
With transferability the researcher asks whether the findings of the research can 
be transferred from a specific situation or case to another. A qualitative study’s 
transferability or generalizability to other settings may be problematic.  
Designing a study in which multiple cases, multiple informants or more than one 
data-gathering method are used can greatly strengthen the study’s usefulness for 
other settings (De Vos, et al., 2011:420). Polit and Beck (2012:585) refer to 
transferability as the extent to which findings can be transferred to or have 
applicability in other settings or groups. Transferability was enhanced by 
triangulation whereby various members of the multi-disciplinary team 
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(obstetricians, independent midwives, hospital midwives) were asked to 
participate in the study in order to determine the content of the programme.  
Interviews ended when no new information was obtained (data saturation). The 
researcher was able to obtain in-depth insights from participants, and 
consequently a thorough description of the findings was achieved. She provides 
rich data in the report, for other interested parties to ascertain whether it would 
be possible to implement the findings in another, similar situation. 
2.7.3 Dependability 
Dependability refers to the stability of data over time and conditions. It asks the 
question if the findings of an enquiry would be the same if it were replicated with 
the same or similar participants in the same context. Credibility cannot be 
attained in the absence of dependability (Polit & Beck 2012:585). To ensure 
dependability the researcher and an independent coder coded the data, and the 
findings were then compared in order to ensure that the identified categories and 
sub-categories were an accurate representation of data.   
2.7.4 Conformability 
Conformability captures the traditional concept of objectivity. It is necessary to 
ask whether the findings of the study could be confirmed by another researcher 
(De Vos, et al., 2011:421). This criterion is concerned with establishing that the 
data represent the information participants provided and that the interpretations 
of those data are not invented by the inquirer (Polit & Beck, 2012:585). The 
researcher obtained the services of an independent coder in order to enhance 
the conformability of the study. The conformability of the study was proven when 
the researcher, the independent coder and the research supervisor arrived at 
similar themes after analysing the transcripts of the interviews. This is also 
known as investigator triangulation, where two or more researchers were 
involved in data collection, coding and analytic decisions (Polit & Beck, 
2012:592). The researcher consulted with her supervisors who are 
knowledgeable about qualitative research, to see whether trustworthiness was 
established.  
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2.8 Ethical considerations 
The researcher is responsible for conducting research in an ethical manner. 
Green and Thorogood (2009:68) state that the Declaration of Helsinki (WMA 
2000) sets out ethical principles for medical research for the World Medical 
Association. This begins with placing the well-being of the ‘human subject’ above 
the interest of science and society. The ethical approval of social research is 
generally left to individual institutions rather than professional bodies. Before the 
study began, permission was obtained from the relevant institutional committees. 
Permission to conduct the research study was sought from the Nelson Mandela 
Metropolitan University’s Department of Nursing Science and the Faculty 
Research, Technology and Innovation Committee (FRTI) of the Faculty of Health 
Sciences (Annexure C). Most codes of ethics take the following ‘four principles’ 
as a starting point: autonomy (informed consent), non-maleficence 
(confidentiality), beneficence and justice (Green & Thorogood, 2009:64).  
2.8.1 Autonomy 
Autonomy requires that participants are fully informed before giving consent to 
take part in a study. Informed consent is the principle that individuals should not 
be persuaded or induced into research against their will, but that their 
participation should be based on voluntarism and on a full understanding of the 
implications of participation (Green & Thorogood, 2009:68). Brink (2009:37) 
states that voluntary consent is obtained only once the subject has demonstrated 
a clear understanding of the essential information provided in the informed 
consent form. Confidentiality and privacy of participants and institutions was 
protected in the research study. The participants who met the sampling criteria of 
the study were approached and asked to participate after informing them about 
the study objectives, data collection method and period of data collection. They 
were all informed of their right to withdraw at any stage of the study without being 
judged or losing respect and also after assuring them of their privacy and 
confidentiality.   
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2.8.2 Non-maleficence 
The essence of non-maleficence is to ensure that no harm is caused to the 
participants and that deception is avoided where possible. Participants were 
allowed voluntary participation, were fully informed about the research and 
processes to be involved including the right to privacy and confidentiality. 
Confidentiality is the key criterion for ethical practice. It means that information 
gained from research will not be disclosed in other settings, such as through 
informal conversation. Confidentiality also relates to published accounts of the 
research in which the identity of the sites and the individuals should be protected 
where possible (Green & Thorogood, 2009:71).  
The researcher wrote letters to the participants requesting their participation and 
included all the necessary contact persons and their contact details in case the 
participant wanted to confirm or clarify other matters about the study. The 
researcher did not give any of the participants’ information to others who weren’t 
part of the research team, except in an anonymous form when the findings of the 
study were reported. The data obtained for the study were used for the purposes 
of the research study only.  
2.8.3 Beneficence 
The principle of beneficence encompasses the issue of benefits of the study to 
the participant. The benefits to be considered may not only be those that are 
direct but those that may be indirect and especially those of long term duration. 
Benefits should not outweigh the risks involved while conducting the study and 
should also not be used as a means to manipulate and gain consent. Green and 
Thorogood (2009: 72) state that the primary responsibility in most codes of ethics 
is to the participants in the research. Although most qualitative research does not 
involve interventions that appear to impact directly on the lives of participants, we 
should not forget that involvement in research can have emotional 
consequences. If qualitative research is built on respect for participants’ world-
views, data collection methods have to convey this respect. This might involve, 
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for instance, making sure interview questions reflect the concerns of the 
interviewees. When interviewing is done with regard to the interviewees’ agenda, 
with empathy and understanding, it can be a very positive experience for 
participants. Respect for the interviewee as an individual, rather than merely as a 
carrier of ‘good data’ is ethical. The study has a potential for long term benefits to 
the participants as it might open their minds to new possibilities of collaborative 
practices and improvement on the maternity care they offer to their clients. These 
benefits were not used to manipulate consent from the participants.  
2.8.4 Justice  
The principle of justice involves the right to fair selection and treatment and the 
right to privacy. The selection of the study population was done fairly and 
participants were selected for reasons directly related to the study. Participants 
were purposefully sampled and there was no risk of sampling vulnerable 
participants.  
 
2.9 Dissemination of results 
A research report was written. The purpose of a research report is to convey 
facts and the findings of the research study as effectively as possible in a 
scientific, academic manner. The report highlights the essence of the study and 
brings the study to an end. It contributes to the scientific basis of the field of 
interest (Brink, 2009:189). The report will be communicated to the relevant 
parties such as healthcare professionals in the private sector, managers of 
private hospitals and childbirth educators. A summary of the report will be posted 
to the participants who contributed to the study. The childbirth educators forum 
will be approached for permission to present the findings at their three yearly 
road shows. A copy of the report will be forwarded to the Nelson Mandela 
Metropolitan University to be kept in the library for public use. The researcher 
plans to generate two articles that will be submitted to a peer reviewed journal for 
publication. 
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2.10 Conclusion 
The above discussion outlined the research methodology and ethical principles 
relevant to this study. The researcher’s main objective was to explore and 
describe the perceptions of private sector midwives and obstetricians regarding 
collaborative maternity care. 
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CHAPTER  THREE 
DATA ANALYSIS, DISCUSSIONS AND LITERATURE CONTROL 
 
3.1 Introduction 
“Collaboration is going to come from the midwives, wanting to do the 
work. It’s going to come from the obstetrician who wanting to have the 
added benefits of midwives involved in maternal care. It might come from 
the patients, who are pushing for midwife deliveries, or deliveries that are 
involving midwives. It might also come from the funders that are looking at 
lower risk obstetric cases where they don’t have to pay out the high 
amounts of that the obstetricians are charging.” (Participant 8) 
Chapter one described the plan for the study, while in chapter two the researcher 
provided an in-depth description of the design and methods used to conduct this 
study. Chapter three focuses on the data analysis and the discussion of the 
results of the study. All the findings will be verified with existing literature, to 
confirm or contradict the perceptions of private sector midwives and obstetricians 
regarding the possibility of a professional collaboration relating to maternity care.  
 
3.2 Presentation of the data analysis results 
The purpose of the research was to explore and describe the perceptions of 
private sector midwives and obstetricians regarding the possibility of a 
professional collaboration between the midwife and obstetrician relating to 
maternity care. Twelve participants who met the inclusion criteria were 
purposefully chosen and interviewed. The fundamental ethical principles that 
guided the study were autonomy (informed consent), non-maleficence 
(confidentiality), beneficence and justice (Green & Thorogood, 2009:68).  
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Data collection was done from June to August 2013 using semi-structured, 
audiotaped interviews. The interviews took place either at the hospital, doctors’ 
rooms, coffee shops or the participants’ homes as preferred by the participant. 
The rate of data collection was at least two interviews per alternate week. All the 
interviews were by appointment made at least a week before time and the 
duration of each interview session was an average of forty minutes. Seven 
midwives and five obstetricians were interviewed, after they each gave voluntary 
permission and signed an informed consent form. This number of participants 
included the two interviews that formed the pilot study. Of the seven midwives 
interviewed, three were hospital-based midwives in the maternity sections of 
different private hospitals in the Eastern Cape while the remaining four were 
independent midwives with their own registered private practices. Only one of the 
seven midwives was qualified as an Advanced Midwife and she works in private 
practice as an independent midwife. The five obstetricians interviewed were all 
based in Port Elizabeth and had established private practices of more than a 
year. All the interviews were conducted in English. The participants were asked 
to respond to the same question as stated below: 
“Tell me, how do you perceive a collaborative maternity care partnership 
between midwives and obstetricians?” 
The following follow-up questions were prepared to guide the interview and were 
used as needed.  The list of the predetermined questions is as below: 
• What could facilitate such a partnership?  
• What could hinder such a partnership? 
• What could be the benefits/advantages of such a partnership? 
Although the interview conducted in the coffee shop took place in a quiet corner 
the audio during transcription was often muffled by the patrons’ voices, which 
made transcription difficult and time consuming, but it was still good enough to 
use. One obstetrician was very short in answering questions and as a result the 
interview was soon abandoned to avoid leading the participant. This interview 
was not of the expected quality, but it is included in the data. Participants 
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included female, male, white and black, self employed and working in a private 
health care hospital and less work experience as opposed to extensive work 
experience. The description of the characteristics of the participants is presented 
in table 3.1 below.   
Table 3.1 Characteristics of the participants 
Code  Age / Sex Employment  Occupation  Race Work experience  
1 Female Hospital  Midwife 
manager 
White  5 years 
2 Female Hospital Midwife White  1 year 
3 Female Hospital Midiwife White 10 years 
4 Female Independent Midwife White 4 years 
5 Female Independent Midwife White 1 year  
6 Female Independent Advanced 
Midwife 
White 5 years  
7 Female  Independent  Midwife White 4 years  
8 Male Independent Obstetrician White 4 years  
9 Male Independent Obstetrician Black 5 years  
10 Male  Independent Obstetrician Indian 28 years  
11 Female Indpendent Obstetrician White 6 years 
12 Male Independent Obstetrician White 19 years   
 
Interviewing continued until data saturation was achieved. The researcher 
transcribed interviews verbatim within twenty-four hours of conducting the 
interview. The researcher followed Creswell’s data analysis spiral as a guide to 
the analysis of the collected data (Creswell, 2007:150). The analysis involved the 
researcher familiarizing herself with the data, organising the data and then 
coding it into themes, sub-themes and categories. The independent coder 
received a clean set of transcripts and the data analysis guide for analysis. A 
formal meeting took place between the independent coder and the researcher to 
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discuss and finalize the themes and sub-themes of the study. These themes 
were sent to the researcher’s supervisor for input. Two main themes with several 
sub-themes each emerged during data analysis. A summary of the main themes 
and sub-themes is presented in Table 3.2 
Table 3.2 The main themes and sub-themes relating to the perceptions of 
private sector midwives and obstetricians regarding collaborative 
maternity care.  
Themes  Sub-themes Categories 
1 Participants perceived 
a collaborative working 
relationship as being 
beneficial to maternity 
care. 
Participants believe that 
collaboration between midwives 
and obstetricians will: 
 
1.1 Result in better maternity 
care.   
Participants believe that this can 
be achieved by: 
1.1.1 Involvement of 
midwives in the care for 
pregnant women and 
deliveries.  
 
1.1.2 Having detailed 
knowledge of midwifery, 
obstetrics and of the law 
governing their practice. 
1.2 Promote good 
communication between 
obstetricians, midwives 
and patients. 
1.2.1 Building trust 
relationships between 
obstetricians and 
midwives for better 
teamwork.  
1.2.2 Using clear 
communication to state 
the limits of their 
practice. 
1.2.3 Promoting of services 
to the public. 
2 Participants identified 
that there might be 
critical impediments 
that need to be 
addressed in order to 
realize collaborative 
maternity care.   
Participants anticipate the 
possibility of positive 
collaboration if there is: 
2.1 Knowledge of the 
respective roles of the 
partners. 
Participants believe that this can 
be achieved by: 
2.1.1 Having clear guidelines 
on the roles of midwife 
versus obstetrician. 
2.1.2 Taking on the role of a 
midwife not an obstetric 
nurse.   
 
2.1.3 Midwives acting as a 
 41 
patient advocate to 
promote normal 
deliveries wherever 
possible. 
2.2 Acknowledgement of legal 
and financial implications 
of such a partnership. 
 
 
 
2.2.1 Feasibility and legality 
of a group practice 
need a legal famework. 
2.2.2 Medical Protective 
Insurance issues. 
2.2.3 Medical Aid scheme 
issues. 
2.3 Requirements by the 
different registration 
bodies.  
2.3.1 HPCSA recognition of 
such a partnership. 
 
2.3.2 SANC approved 
regulations for 
collaborative maternity 
care.   
 
3.3 Discussion of the findings 
The two main themes were:  
• Participants perceived a collaborative working relationship as being 
beneficial to maternity care. 
• Participants identified that there might be critical impediments that need to 
be addressed in order to realize collaborative maternity care.   
The themes and sub-themes will be discussed below, using direct quotations 
from the raw data to support the themes and presented arguments. Such 
discussions and quotations are to allow insight and understanding to the 
expressed perceptions of private sector midwives and obstetricians regarding 
collaborative maternity care.   
3.3.1 Theme 1: Participants perceived a collaborative working 
relationship as being beneficial to maternity care. 
Midwives and obstetricians expressed common positive thoughts on 
collaborative maternity care. Theme one and its related sub-themes discuss 
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these perceptions of the participants. A diagrammatic representation of this 
theme follows below. 
 
 
Figure 3.1  Diagrammatic representation of theme 1 and its sub-themes 
The participants indicated the necessity to work together as a team, which will 
not only assist with the alleviation of the workload but also benefit improved care 
rendered. To this effect, some of the participants responded as follows: 
 “Team work, simple. It is a team work issue here…” (Participant 8) 
“…we should work as a multidisciplinary team.  We cannot just work 
independently.” (Participant 7) 
Participants in this study expressed the view that collaboration will assist with the 
identification of mistakes or concerns related to the service rendered in these 
different service centres and the correction of those mistakes as soon as 
possible.  
Theme 1: Participants 
perceived a collaborative 
working relationship as being 
beneficial to maternity care. 
Sub-theme 1.2:  Participants 
believe that collaboration 
between midwives and 
obstetricians will promote good 
communication between 
obstetricians, midwives and 
patients. 
Sub-theme 1.1: Participants 
believe that collaboration 
between midwives and 
obstetricians will result in better 
maternity care.  
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In order to discuss collaboration one needs to agree on a definition for 
collaboration. For the purpose of this study, the definition of the term 
collaboration on page 12 is used.  In the light of the aforementioned explanation 
of collaboration, the researcher explored the perceptions of midwives and 
obstetricians with regard to collaborative maternity care in the Eastern Cape. The 
researcher found that collaborative maternity care is present to a certain extent 
between midwives and obstetricians in the Eastern Cape but certainly not to the 
extent of that described by NHMRC. It is however good to realize that 
collaboration can be present in various forms and that there is not only one right 
way. This statement is confirmed by the NHMRC, which states that there is no 
single way to collaborate in maternity care. Collaborators must be flexible to meet 
the needs of diverse communities, service environments, consumers and 
maternity care providers (NHMRC, 2010:9).  
The demand for collaboration increases as knowledge becomes increasingly 
specialized and distributed (Ansell & Gash, 2008:544). Participants in this study 
expressed the need for collaboration between obstetricians and midwives, as 
they believe that such collaboration will result in better maternity care. This belief 
will be discussed below as a sub-theme using related categories in those 
arguments. 
3.3.1.1 Sub-theme 1.1: Participants believe that collaboration between 
midwives and obstetricians will result in better maternity care. 
All the participants in this study indicated that good collaboration will result in 
sharing the workload thus freeing the obstetrician to concentrate on obstetric 
issues that could result in better maternity care. This observation came from 
listening to responses such as:  
“… if I was working hand in hand with a midwife, or midwife team, where I 
am not trying to do everything for all my patients, where if I am freed up to 
concentrate on the problems, I would probably do better from an obstetric 
point of view.” (Participant 8) 
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“To be able to cover for more patients, to be able to give more patients 
your time or your expertise, it would be almost ideal to have a midwife 
setup and you just get called in when there are problems.” (Participant 11) 
“I believe every woman that is pregnant should see a midwife… you see 
the doctor between 7,5 and 15 minutes and then you are out. So there is 
no time to ask questions, and with a speedy appointment, you not thinking 
about the questions you wanted to ask.” (Participant 4) 
“…it takes the workload of my shoulder.” (Participant 12) 
Sub-theme 1.1 discusses the findings of how collaboration between midiwves 
and obstetricians will result in better maternity care. An overview of this sub-
theme is given in the following diagrammatic representation.    
 
Figure 3.2 Diagrammatic representation of sub-theme 1.1 and its 
categories 
The participants expressed that better maternity care includes fewer 
interventions that might result in a lesser number of caesarean section rates. 
Literature shows compelling evidence that reduced rates of caesarean section 
Sub-theme 1.1: Participants 
believe that collaboration 
between midwives and 
obstetricians will result in better 
maternity care 
Participants believe that this 
can be achieved by 
involvement of midwives in the 
care for pregnant women and 
deliveries. 
Participants believe that this 
can be achieved by having 
detailed knowledge of 
midwifery, obstetrics and the 
law governing their practice.  
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deliveries are associated with collaborative care models. For example, Harris, et 
al., (2012:1891) state that women attending a collaborative program of maternity 
care, are less likely to have a caesarean delivery. In reality the caesarean section 
rate in the private sector in South Africa could at times be five times higher than 
the norm as recommended by the WHO (James, Wibbelink & Muthige 2012:406; 
Keeton 2010:13; Schlosberg & Templer, 2010:37). The role of midwives in the 
choice of delivery mode by the women in the private health sector is affected by 
their lesser involvement with the pregnant women (James, Wibbelink & Muthige, 
2012:406). These authors implied that, should midwives be given an 
opportunityto make an input fewer women would be delivered by caesarean 
section. The participants of this study indirectly support the impression that the 
involvement of midwives will benefit the maternity care and reduce the caesarean 
section rate. The following quotations reflect this experience.   
An obstetrician said:  
“With a low risk situation where the doctors are not involved, there is no 
doubt that the risk of intervention is less. Less risks of operative deliveries 
and so forth”. (Participant 9) 
A hospital-based midwife elaborated further on this experience and said:  
“There would definitely be a drop in caesar rate and inductions of labour 
before 41 weeks. We would see far less booked primigravida caesars for 
CPD’s and 2,8kg babies, we would see happier and safer moms because 
they have been getting that prenatal reassurance and health education 
which is definitely lacking in the private sector because doctors don’t have 
the time to sit with the mother and tell her…” (Participant 3)   
An independent midwife said: 
“… we will have less C-sections… we will have the mother bonding easier 
with the baby, we would have better breastfeeding success rates.” 
(Participant 5) 
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These responses confirm that regardless of area and nature of practice, 
participants in this study agree that maternity care collaboration will assist 
especially with the rate of caesarean section deliveries.  
A decrease in caesarean section deliveries, as expressed by most of the 
participants in this study, will benefit the delivering mothers and their babies and 
sustain possible good health and life. Although caesarean section delivery has 
advantages, there are serious disadvantages that can affect both the mother and 
the baby. A caesarean section is a major abdominal operation and the mother 
needs a longer hospital stay to recover and, due to surgical scar pain, she 
experiences more difficulty handling her baby, which results in difficulties with 
breastfeeding (Childbirth Connection, 2012:21; Harris, et al., 2012:1891).  
Therefore, babies born by caesarean section tend to be less likely to be 
breastfed and to get the benefits of breastfeeding. Due to the delayed early 
contact and bonding with her baby, a woman is more at risk for initial negative 
feelings for her baby and is at greater risk of developing emotional problems 
such as post natal depression (Childbirth Connection, 2012:26).   
Caesarean section deliveries expose women to further challenges and 
complications such as reduced infertility due to less desire to become pregnant 
again together with negative feelings and attitudes about childbirth (Childbirth 
Connection 2012:28). Furthermore, women with a caesarean section scarred 
uterus are more likely to develop complications such as placenta praevia, 
placenta accreta, placenta abruptio or even a uterine rupture in subsequent 
pregnancies (Childbirth Connection, 2012:29).  It is for these reasons that a 
maternity care collaborative partnership will be highly motivational from a 
midwife’s perspective and will benefit the mother and the baby.  
Besides the effect on the rate of caesarean section deliveries, the collaboration 
could also assist with other services to the pregnant or labouring woman which 
are sometimes not taken care of by the obstetrician in his or her practice rooms. 
As indicated by the participants in this study, sometimes the workload is too 
much to deal with as an individual and therefore mistakes do happen. Women 
who are self-paying are mainly seen by the doctors in South Africa and as such 
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might be exposed to some of these mistakes. To this effect a hospital-based 
midwife said:  
“The only time we get exposure to those patients is when they come to the 
unit for a look around. A lot of the patients will ask what about inductions 
and then we can give health education that goes with an induction, like 
induction before your due date…have you seen them pre-natally you 
would have been able to give them all the health education to make a 
better and more informed decision at the end of the day.” (Participant 3)  
The findings of the study of James, Wibbelink & Muthige (2012:405) indicated 
that obstetricians are seen as having a monopoly on the care of pregnant 
women. For that reason, a close bond exists between the obstetricians and the 
women in confinement thus limiting the influence of the midwife to the 
confinement. In relation to this experience, in countries such as America and 
some other countries of sub-Saharan Africa, it is argued that the voice of the 
midwife and nurse has a tendency to be silent, causing this sector of health 
professionals to be invisible as partners in health-care (Sigma Theta Tau 
International, 1998, in James, Mabenge & Rala, 2012:168). In other words, 
doctors dominate and the midwives lag behind. The women and their babies are 
not benefitting from such a situation. Such observations came from listening to 
responses such as the one below:  
“…we have gone the wrong way. We are not benefiting women, we not 
benefiting the pregnant people, we not doing them a good service in the 
end.” (Participant 9)   
The existing collaboration in the Eastern Cape is that of a hospital-based midwife 
with a private obstetrician or an independent midwife with a private obstetrician. 
The majority of women go to private obstetricians for their maternity care and are 
cared for by the hospital-based midwives whilst they are in labour. A minority of 
women make use of an independent midwife as their sole caregiver. Some 
paticipants said that they would like to see the introduction of a Midwife 
Obstetrics Unit (MOU) in the private sector. Both obstetricians and midwives 
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expressed such thoughts: 
“Collaboration would be brilliant… To be able to cover for more patients, to 
be able to give more patients your time or your expertise, it would be 
almost ideal to have a midwife setup and you just get called in when there 
are problems.” (Participant 11) 
“Everybody doesn’t have to go through the high risk obstetric unit. Most 
pregnancies can happily work through a Midwife Obstetrics Unit.”  
(Participant 8) 
“…to start what they call a midwifery unit… where the midwife would see 
the patients or they have a choice, whether they go to the gynae or to the 
midwife for prenatal check-ups with referral for high-risk cases and during 
delivery as well…” (Participant 3)  
This is a similar model to what they are using in the government setting in South 
Africa. Midwife Obstetrics Units (MOUs) are solely run by midwives who only 
consult or refer the woman during an impending or occurring high-risk situation or 
complication. These units are usually smaller than the hospital delivery units. 
This limits the number of women being attended to at a specific time and day 
thus making it possible to give each labouring woman the attention she deserves, 
hence, early detection and management of incipient complications. Midwife-led 
care was, according to Sandall, Hatem, Devane, Soltani & Gates (2009:8); 
Sandall, Soltani, Gates, Shennan & Devane (2013:1), associated with several 
benefits for mothers and babies, such as fewer episiotomies or instrumental 
births and an increased chance of having a spontaneous vaginal birth and 
initiating breastfeeding. Such an observation is most dedicated to close 
monitoring of the labouring woman by the attending midwife dedicated to her at 
that time. The researcher supports the idea of the introduction of an MOU in the 
private sector. This will be recommended following the results of this study.  
Midwives in South Africa are trained at basic level where they are equipped with 
knowledge and skill to monitor and supervise low risk pregnancy and labour. 
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Following that training they are qualified and licenced to work as general 
midwives. To this effect an independent midwife said the following:  
“…we are trained to look after the pregnancies that are uncomplicated but 
also to screen for complications, and to know how to and when to refer.”  
(Participant 7)  
Following that training and notable clinical experience the midwife could register 
for further training to be licenced to monitor and supervise pregnant and 
labouring women with high risk conditions and complications not withholding the 
responsibility to consult and refer to a doctor. It is such skill and specialisation 
that some of the midwives were referring to. They have detailed knowledge of 
midwifery and the law governing their practice.   
“I know that we are required by law for the patient to be seen by a doctor 
at least once in their pregnancy… for low-risk pregnancies.  If there is 
some risk involved, maybe a more frequent visit would be needed.” 
(Participant 4) 
Such a background confirms authority for midwives to work independently or in 
MOUs. Waldman and Kennedy (2011:503) state that collaborative practice will 
benefit the future of maternity care as it will provide obstetricians and midwives 
access to a system of care that fosters collaboration among licensed, 
independent providers. It is for such reasons that the collaboration service 
between midwives and obstetricians will be encouraged following the results of 
this study. 
3.3.1.2 Sub-theme 1.2: Participants believe that collaboration will promote 
good communication between obstetricians, midwives and patients. 
Good communication between obstetricians, midwives and the women is 
considered essential for successful collaborative maternity care. Sub-theme 1.2 
discusses the perceptions of the participants regarding communication. A 
diagrammatic representation is given below. 
 50 
 
Figure 3.3 Diagrammatic representation of sub-theme 1.2 and its categories 
Communication includes building a working relationship between obstetricians 
and midwives, to trust each other and to feel safe to work together. The findings 
of this study confirm the importance of communication between the two involved 
professions. Two independent midwives made the following statements about 
communication:  
 “It all comes down to communication… Communication is that everybody 
knows everybody’s role, exactly to the point, that there is nothing that can 
happen that nobody knows, now what now?”  (Participant 6) 
 “…if there is more communication. I think there can be a great 
relationship. Because I know when you have a good relationship they will 
start to let us do the deliveries, they don’t have to go out at nights, 
because they don’t want to any way.”  (Participant 7) 
Ansell & Gash (2008:558) state that collaboration builds on communication and 
on face-to-face dialogue between stakeholders. These authors further stated that 
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dialogue is critical to the process of building trust, mutual respect, shared 
understanding and commitment to the collaboration.   
In this study, the private obstetricians are used to working with the hospital 
midwives and are happy with this kind of working relationship. One participant 
with regard to the relationship with midwives, had the following to say: 
“…we have a good collaboration with our midwives in labour room. We are 
very involved with them. So I have got no problem with the midwives, and 
they have not a problem with me either, I hope.” (Participant 12) 
The communication mainly happens when a woman is in labour where the 
midwife has to look after her, while the obstetrician gives instructions about the 
care to be given. The midwife reports back to the doctor all the time. 
One of the hospital midwives verbalized that the working relationship usually 
improves over time as they get to know one another. As the working relationship 
improves, it develops trust that will allow the midwives to have more say in the 
management of the labouring women. This observation came from listening to 
responses such as this one from a hospital-based midwife:  
“... mostly with the staff that has been here for longer and have a good 
rapport with the doctors. You know what the doctors suggest and how far 
you can take your own feelings for what would be best for the patients 
care and to increase her chances for a normal delivery.”  (Participant 3) 
The independent midwives on the other hand had to work hard on 
communication and building a work relationship with the obstetricians. The 
profession of an independent midwife is quite unknown and these midwives had 
to face it. This observation was made from expressions of independent midwives: 
 “Good relationships. You have to build them. It is not going to fall from the 
sky.” (Participant 5) 
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“… start to get to know one another, and also to know what do you 
actually do. Because a lot of doctors don’t exactly know what you do.” 
(Participant 6) 
These midwives had to gain trust and respect in order for the obstetrician to 
agree to collaborate with them and that was only possible by building 
relationships. Open communication and building relationships allowed the 
obstetricians to become more familiar with the midwives’ ways of practice and 
thinking hence they were open to working with them. Some of the independent 
midwives said: 
“…that’s how I started to build up trust and credibility with them, is that 
when I talk about something, I will explain to them, so that they see that 
she actually knows.” (Participant 7)  
“That is vitally important, to have a good relationship for a good 
collaboration. Because they would be willing to back you up. They know 
you would stick to the rules and they will back you up. You need that 
security.” (Participant 4)  
These statements show the importance of clear communication and good 
working relationships between the obstetricians and midwives in order to know 
one another but also to ensure clarity on the limits of their practice. Each one 
needs to know who is responsible for what. This will be looked at in detail in sub-
theme 2.1 where the researcher discusses the knowledge of the respective roles 
of midwives and obstetricians.   
It also was observed in this study that the existence of an (independent) midwife 
is not only unknown to the obstetricians, but to the public (women) aswell. This 
observation came from listening to responses from midwives, such as:  
“They don’t know about us. I think we have to do some promotion work, 
advertising.”  (Participant 5) 
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Literature supports this statement about promotion and advertising using the 
media. Dahlen & Homer (2012:48) conducted a study over 12 months on 
representations of midwives and obstetricians in the web-based media and the 
findings revealed that generally midwives, although gaining acceptance, still lack 
recognition. The study revealed that learning how to reframe midwifery as highly 
relevant and acceptable to most women is a challenge for the profession (Dahlen 
& Homer, 2012:55). The authors encouraged the profession to become much 
more skilled at using media to engage with consumers, policy-makers and their 
own profession (Dahlen & Homer, 2012:55).  
In another study to encourage a more aggressive use of media by nurses, Watiti 
(2008) encouraged exploitation of an active engagement partnership to enhance 
visibility of the nursing and midwifery disciplines within the public domain (James, 
Mabenge & Rala, 2012:170). According to these authors such engagement will 
also benefit the purpose of the Millennium Development Goal number four, 
namely that of limiting maternal and child mortality rates by 2015 (James, 
Mabenge & Rala, 2012:168). 
The women in Eastern Cape (South Africa) need to know about midwives and 
have more access to them in order to be informed and empowered to make 
informed decisions. The women are used to consulting with obstetricians for their 
normal healthy pregnancies and have little or no access to midwives. The 
NHMRC, rightfully so, states that the women should be enabled to make 
informed decisions by ensuring that they are given information about all their 
options (NHMRC 2010:7). The midwives are in a position to do this as there are 
more midwives than doctors and they are usually the health professionals who 
are with the women for extended periods. The independent midwives are very 
aware of the fact that women need to be empowered with information as some of 
them explained: 
“The patient needs information. It is like a whole world out there they don’t 
know its there. I think a lot of the doctors are getting away with murder. If 
you look at 95% caesar rates, it is unacceptable.”  (Participant 4)  
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“…I teach in the ante natal classes… I believe in making an informed 
choice…I can’t make a choice for my patients or for their patients, but I 
believe that they need to know what they let themselves in for and I teach 
them how to be assertive, how to discuss with your doctor certain things.” 
(Participant 7) 
Even though this is true, only a minority of women ever sees a midwife during 
their pregnancy. James, Wibbelink & Mutige (2012:408) confirm that only a small 
number of self-paying (private) women attend ante natal classes or are cared for 
by a midwife, which may account for their lack of information. Midwives need to 
explore different ways to communicate with the women and more work needs to 
be done to promote the independent midwifery profession and give it greater 
recognition. It is for this reason that promotion of the different services of 
midwives and obstetricians will be encouraged following the results of this study. 
From the discussion above one can conclude that, in order to improve 
collaborative maternity care, good communication should be promoted between 
obstetricians, midwives and the patients. This will lead to trust, mutual respect, 
shared understanding and commitment to the porcess of collaboration. It will also 
bring clarity on the limits of their practice. Therefore, the researcher recommends 
open dialogue and clear communication between obstetricians and midwives to 
improve collaborative maternity care.   
3.3.2 Theme 2: Participants identified that there might be critical 
impediments that need to be addressed in order to realize 
collaborative maternity care.    
Participants in this study shared the same views of the possible collaborative 
maternity care model though they also had some reservations regarding the 
success of the model. This section discusses Theme two as depicted by the 
diagrammatic representation below.   
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Figure 3.4 Diagrammatic representation of theme 2 and its sub - themes 
Though the private sector midwives and obstetricians perceived the possibility for 
collaborative working relationships positively, they identified some critical 
impediments to realizing collaborative maternity care. During the interview 
sessions, some of the obstetricians had the following to say:   
“…it is a fantastic study, if I might say so. I have no idea what the other 
guys are saying, but I think in an ideal world it would be the perfect 
solution to obtain the cost, especially obstetrics in this country. But it never 
will…” (Participant 10) 
“The collaboration that you are talking about would be very useful. 
Unfortunately the problem in this country is that there is a high litigation…a 
lot of us are becoming very nervous about this kind of arrangement, if 
anyting goes wrong, who becomes responsible for it?” (Participant 9)  
The main impediments to collaboration identified by the participants were the role 
of the midwife and obstetrician in a collaborative working relationship and the 
legal and financial implications of such working relationships. These are 
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discussed in the following sub-themes. Participants anticipate the possibility of 
positive collaboration if these impediments are addressed.   
3.3.2.1 Sub-theme 2.1: Participants anticipate the possibility of positive 
collaboration if there is knowledge of the respective roles of the 
partners. 
Collaborations and partnerships need to be nurtured for a possible positive 
outcome. The current South African community is becoming aware of their 
democratic rights and, as a result, they tend to look for information to empower 
those rights. Due to this awareness, the rate of obstetrically related litigations in 
the country has increased in both the private and public health care sectors. For 
this reason participants in this study suggest a clear indication of different roles to 
be played by the various partners in the collaboration. This will be discussed in 
sub-theme 2.1 of which a diagrammatic representation follows.   
 
Figure 3.5 Diagrammatic representation of sub-theme 2.1 and its categories 
All partners involved in collaborative maternity care, should have knowledge of 
their respective roles. Newnham (2010:248) says that in defining roles within 
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maternity care, it is evident that midwives are mainly trained in the primary care 
of the majority of pregnant women that is, those presenting without 
complications. Obstetricians are trained in risk-associated pregnancy and birth 
and have a clearly defined role (Newnham 2010:248). In this manner, midwives 
can work as independent practitioners, dealing with the majority of low-risk 
women and refer or work together with the obstetricians should complications 
occur. With the additional training of Advanced Midwifery, a midwife could also 
work closely with an obstetrician in high-risk situations. The roles have however 
become unclear in the private sector of South Africa, with obstetricians caring for 
both ‘high risk’ and ‘low risk’ pregnancies and delivering women. This, according 
to the midwife participants, has diminished the role of the midwife. An 
independent midwife said: 
“I think the big hindrance is perhaps not knowing the roles, knowing what 
a midwife is. Because I think, even the doctor sometimes think that the 
midwives are the people working in the labour wards, taking their orders. 
So they don’t specifically understand exactly what the midwife can do.” 
(Participant 6) 
Owing to this tendency, midwives sometimes see themselves as working 
adjacent to instead of together with the doctors/obstetricians; hence at times the 
late referrals and management of women in confinement at incorrect levels of 
care institutions (James, Mabenge & Rala, 2012:168).  
In order to discuss the different roles, one needs to understand what a midwife is 
and what is expected of her. The International Confederation of Midwives (ICM) 
recognizes the midwife as a responsible and accountable professional who 
works in partnership with women to give the necessary support, care and advice 
during pregnancy, labour and the postpartum period, to conduct births on their 
own responsibility and to provide care for the newborn and infant. This care 
includes preventative measures, the promotion of normal birth, the detection of 
complications in mother and child, access to medical care or other appropriate 
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assistance and the carrying out of emergency measures (International 
Confederation of Midwives [ICM] 2013:2). 
The ICM describes key midwifery concepts that define the unique role of 
midwives in promoting the health of women and childbearing families. These 
include a partnership with women to promote self-care and the health of mothers, 
infants and families, respect for human dignity and for women as persons with 
full human rights, advocacy for women so that their voices are heard and cultural 
sensitivity. Lastly the ICM identifies working with women and health care 
providers to overcome those cultural practices that harm women and babies with 
a focus on health promotion and disease prevention that views pregnancy as a 
normal life event as part of those key midwifery concepts that are crucial in 
promoting healthy reproductive care (ICM 2013:2). In South Africa, the midwives 
are registered with the South African Nursing Council (SANC). This regulatory 
body has formulated regulations and scope of practice for midwives according to 
the ICM guidelines. These are incorporated in the Nursing Act under which the 
midwives perform their profession (South Africa, 2005). One can conclude from 
the aforementioned discussion that the midwife is the expert for low-risk 
pregnancy, educating and advocating for women through the pregnancy period 
and childbirth. It is for this reason that the midwife could be the best health care 
professional to partner with an obstetrician in maternity care. 
With this in mind, one can understand the responses of the midwife-participants. 
They demonstrated a degree of frustration with their current role as a midwife. 
Midwives feel limited in their scope and often do not feel recognized as the 
professionals they are. The findings further show that there is an obvious 
difference in the acceptance of their current role as a hospital-based midwife or 
an independent midwife. The hospital midwives all acknowledged that they are 
seen more as the “sister” that performs doctor’s orders rather than the midwife 
who is an expert in her field. Evidence of such feelings are noted from responses 
such as: 
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“Our gynaes still feel they are doctors and we are nurses and very much 
that we are here to carry out doctors orders. We are still there as the 
nurse, the sister and not as the midwife with the experience.” (Participant 
3)  
“We have become obstetric nurses. If you look at the state midwife, she is 
the boss. When she stands up against wrong management of a women 
and speak up to a doctor…in the private sector if you going to say no to 
the doctor, they are going to say, he is the doctor, he brings the client, he 
brings the business…so what the doctor says goes.  You are just the 
nurse in private care” (Participant 4) 
In order to acknowledge midwives for who they are, it is logical to expect that 
they need to be professional in their practice and to start standing up for 
themselves and their patients. They need to act as patient advocates to promote 
normal deliveries wherever possible (South Africa, 2005). One of the 
independent midwives stated that the midwives themselves are part of the 
problem of not being deservedly recognized. She said: 
“I think if midwives start not being afraid to be a professional and stand up 
to be the patient advocate for what is right and start seeing themselves as 
not as the assistant but part of the multidisciplinary team, I think that is 
what hinder our process as well. It is our perception of ourselves, of the 
midwives.” (Participant 7) 
Midwife-participants mentioned that a way to improve their professionalism could 
be to do postgraduate studies in Advanced Midwifery. A hospital-based midwife 
said:  
“I think the government’s new idea that every midwife needs to do 
advanced midwifery is awesome. That is already an improvement towards 
working and be able to have an independent midwife facility.” (Participant 
3) 
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The independent midwives on the other hand, although functioning in their role 
as midwives are facing difficulties in being recognized as such. One of the 
independent midwives had to discuss her role as a midwife with the obstetrician 
she was going to work with. She said: 
 “We had to speak about it beforehand, what role do you play, who does 
what.  What is her role and what is my role…”  (Participant 6) 
A redefining of the different roles of an obstetrician and a midwife is necessary 
for collaborative maternity care to be feasable in the Eastern Cape (South 
Africa). The roles should be based on both the qualification and the potential.  
One participant who is an obstetrician, with reference to the need for an 
opportunity to practice according to their specialisation and experience said the 
following: 
“Obstetrics should be for high risk. … we sometimes forget that 95% of the 
people are low risk, there are no problems. If we have to go for that kind of 
collaboration, we would have less caesarean section rates, more 
satisfaction and probably more likely that the high risk themselves would 
actually end up having better service, because they would be identified 
much earlier.” (Participant 9) 
Another participant who is an obstetrician confirms this statement and added that 
they are doing work that they should not be doing:  
“There is a lot of work that we do that we shouldn’t do as specialist. We 
shouldn’t be doing normal second births, third births. Obviously 
complications, first pregnancy and things like that. But where there is a 
good obstetric history… what are we doing with them as obstetrician? It is 
ridiculous, we do it, we welcome them because we have to pay the 
fees…”  (Participant 10) 
McIntyre, Francis & Chapman (2012:298) state that shifting professional 
boundaries is a necessary feature in achieving complementary domains of 
practice where 
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healthy pregnant women, formerly included into the obstetric load in an 
expensive secondary or tertiary hospital environment, are redefined under 
collaborative strategies to non-obstetric based midwifery-led services. In order to 
improve collaborative maternity care and introduce more midwife-led care units, 
one needs to shift professsional boundaries and all parties need to know who is 
doing what. As mentioned above, the obstetricians-participants agreed that they 
should be there for high-risk pregnancies and deliveries and that the midwives 
should handle the low-risk cases.   
Pursuing the response of improved maternity care, the participants further 
expressed the perception that collaboration will help them to function better in 
their respective roles and to perform according to their specialisation and 
experience, thus providing better maternity care. Although this may be true, the 
obstetrician-participants had their concerns and reasons why the reality in the 
Easten Cape (South Africa) is different. They believe that the current situation 
makes the realization of collaborative maternity care difficult or, some even said, 
impossible. One of the obstetricians stated:   
“Patients should be able to choose from a midwife point of view. There is 
just the access to midwives and midwife deliveries and the collaboration 
with them is lacking.” (Participant 8) 
It is important to realize that in reality in South Africa, there is none or limited 
access to midwives and midwife deliveries in the private health care sector and 
such a situation is a concern to midwives. Literature shows that there is an 
estimated worldwide shortage of approximately 150,000 midwives (Dahlen & 
Homer, 2012:54). The World Health Organisation estimates that globally 350 000 
midwives are urgently needed (FIGO, 2011:1). This presumably is based on the 
premise that these midwives could assist to alleviate the burden of doctor-
deliveries. South Africa also has a shortage. One of the reasons for the shortage 
in this country according to one of the obstetricians is:  
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“The problem in our country is that midwives are not seen as a specialist 
field in nursing and we are therefore losing a lot of potential midwives due 
to the money aspect. If you aren’t seen as a specialist you can rather go to 
theatre or ICU where you get paid more and get recognized for the 
specialized field that you are in.”  (Participant 11) 
Furthermore, some obstetricians verbalized the level of competence of the 
midwife as a concern. The midwives they work with are the hospital-based 
midwives who, according to one participant, tend to be obstetric nurses who do 
what they are told to do. The participant raised the fact that these midwives are 
out of practice as they do not conduct deliveries nor perform some suturing. This 
was especially mentioned by the independent midwives. They said:  
“I think if you give the nurse in the private sector the responsibility, they 
won’t be able to know what to do anymore, they only do doctors orders. 
They merely do what doctors tells them to do. They think we independent 
midwives are crazy.” (Participant 4) 
“The midwife in the private sector…they do their study, they do their 
nursing, the midwifery and then they end up in the private hospitals for 
years…you never deliver a baby on your own actually, if a baby is before 
the doctor arrives, you are in trouble…”  (Participant 6) 
This might be the reason why some of the obstetricians, as revealed in this 
study, are concerned whether the current midwives are still capable of being 
independent practitioners.  
Another factor that affects collaborative maternity care is the perception ascribed 
to by some members of the public, that one needs an obstetrician for one’s 
pregnancy and birth. There is a perception about midwives that they are old 
fashioned and the women want to be seen by the ‘professor’. Some of the 
obstetricians thoughts on collaborative maternity care were: 
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“It is not going to happen, because the perception, midwives are almost 
like old fashion, an old era thing. They need the obstetrician with their 
fancy gadgets and ultrasounds examinations, they want to make sure all is 
fine, but a lot of these things are not necessary.”  (Participant 10) 
“I think it is a bit difficult in South Africa with the perceptions from the 
patients point of view that the Gynaecologist delivers the babies.” 
(Paticipant 11) 
 Obstetricians are more likely to be regognized as experts on pregnancy and 
birth and receive public recognition compared to midwives (Dahlen & Homer, 
2012:54). Midwives are inclined to be seen amongst others as old-fashioned, 
uncontrolled, risky, tactile and lovely ladies, while obstetricians are seen as high-
tech, safe, controlled, learned gentlemen, new and scientific, baby-focused, 
traditional, certain and highly visible (Dahlen & Homer, 2012:55). This argument 
brings us back to the conclusion that the midwives need to stand up and take 
their rightful roles in maternity care. 
 
3.3.2.2 Sub-theme 2.2: Participants anticipate the possibility of positive 
collaboration if there is acknowledgement of legal and financial 
implications of such a partnership. 
As mentioned in sub-theme 2.1, the rate of obstetrically related litigations in the 
country has increased in both the private and public health care sectors. The 
identification of the different roles is therefore important. The legal and financial 
implications of collaborative maternity care are, however, complex and the 
perceptions of the participants regarding these matters will be discussed in this 
sub-theme. A diagrammatic representation of Sub-theme 2.2 is given below.   
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Figure 3.6 Diagrammatic representation of sub-theme 2.2 and its categories 
The findings of the study showed that the legal and financial matters might be the 
biggest hindrance for the feasability of collaboration. The obstetricians however 
mainly mentioned this, such as:   
 “If we say for a normal low-risk patient, the midwives will look after the 
patient during the pregnancy and deliver the baby, they are just as good, if 
not better. And we get called if there is a problem. The main thing is the 
money and legislation.” (Participant 10) 
The participants stated that the problem in South Africa is that there is a high 
litigation. The doctors are getting scared, there is a fear of being sued. If anything 
goes wrong, who becomes responsible for it? This hinders collaboration. One of 
the midwives made a comment about a discussion she had with a hospital 
manager who said: 
“…the doctors don’t even want to do natural births anymore…it is the 
people that caused it, because of litigation.”  (Participant 7) 
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Did the public perhaps play a part in all of this? They are the ones that sue the 
doctors? One of the obstetricians explained it in a good way:  
“… it is a bit difficult in South Africa. Or at least suing in general becoming 
such a big issue. It makes it a little bit difficult to have full faith in that 
system when the patients don’t have full faith in the system. Because it is 
them, if they don’t understand what is to be expected, then they are more 
likely to end up suing you. I think unfortunately in the world now we 
starting to practice defensive medicine instead of practical medicine.”  
(Participant 11) 
In addition to this, obstetricians in South Africa have to pay a substantial amount 
to the Medical Protection Society (MPS). The MPS is a provider of 
comprehensive professional indemnity and is an advisory organ for health 
professionals around the world. The obstetricians find themselves in a 
predicament. To be able to pay the insurance, they are forced to charge high 
consultations fees and are obliged to keep the ‘low-risk’ women to be able to 
keep the numbers. Some of the obstetricians expressed this thought:   
“Because in terms of cost, a lot of what we do can certainly be done by 
midwives. Mainly if they run into trouble the obstetricians can come into 
play. But this is not what gets done because the obstetricians need to pay 
such a huge insurance to practice as obstetricians, so they want to do the 
work to be able to justify the R25 000 they have to pay per month... So for 
an obstetrician to refer their patient to a midwife, what’s going to happen 
then, you not going to be able to do obstetrics like I did …” (Participant 10) 
As a result, the obstetricians believe that the medico-legal issues are the biggest 
problem when it comes to collaborative maternity care. Apart from the fact that 
they need the numbers in order to pay the bills, the fear of litigation is also 
influencing the way they work. One of them said: 
“I think unfortunately medico-legal is going to give us the biggest 
problems. I mean so much so that a gynaecologist in Johannesburg told  
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me that if an anaesthetist is not readily available you should do elective 
caesars all the time. MPS told the gynaecologist that. So I think medico 
legal is the biggest issue we have. Once that is not changed and the 
stress around medical aspects, its going to be difficult to change 
perceptions and then change the system.” (Participant 11) 
“Obstetrics and midwifery should be a mostly risk-free area but because 
litigation has been put into it, it become very complex and a lot of us are in 
a difficult place.”  (Participant 9) 
Willie (2012:89) underpins the fear of litigation. He states that literature 
extensively reports about the fear of litigation as another contributing factor to 
increased caesarean rates. He says that it is therefore recommended that a 
reduction in litigation pressure would be likely to lead to a reduction in the 
number of caesarean sections carried out (Willie, 2012:89).  
In light of this, the participants mentioned that a legal framework that is endorsed 
by the health professional council is necessary to make collaboration reassuring. 
One of the obstetricians said:  
“…a legal framework in which we identify what the obstetrician would do, 
what the midwife should do. We need a legal framework in which we 
understand that there will unfortunately always be some mishaps that will 
happen…We put together a new framework, in which we care for the 
women in a way which is humane, which makes the life of both the 
obstetrician and the midwife easy… It will only happen when you have 
group practices in which midwives and obstetricians will be working 
together.” (Participant 9) 
Currently there is no legal framework for collaboration. This puts too much of a 
burden on the individual obstetrician where they think they are responsible for 
almost everyting. Literature shows that doctors believed themselves to be 
ultimately responsible legally. This is despite the legal position that all health 
practitioners working in a team are legally accountable for their own negligent 
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acts or omissions (Kruske, Young, Jenkinson & Catchlove, 2013:4). A legal 
framework that makes clear who is repsonsible for what is of the utmost 
importance for succesful collaborative maternity care.     
Another impediment that needs to be discussed is the finances involved in 
maternity care. The private sector is a business and this affects collaboration as 
well. Collaborative maternity care will benefit the medical expenditure. One of the 
obstetricians said:    
“Private sector is all about finances, which the medical aid is going to pay, 
who the patient is going to pay, so it would be that side. It could be an 
independent obstetrician and independent midwife working together and 
charging separately. Or it could be an obstetrician employing the midwife 
as part of the team. It is a bit tricky with extra expenses and the medical 
aids are not paying for it. It comes down on finances really.” (Participant 8) 
Medical aid schemes are insurance institutions that cover medical expenses in 
South Africa. These institutions reimburse their members for actual expenditure 
on health. Medical aid scheme members are entitled to certain Prescribed 
Minimum Benefits (PMBs) that the schemes are obliged to cover in full (South 
Africa, 1998). These include a maternity benefits package. Natural vaginal 
deliveries are normally covered by medical schemes; caesarean sections, 
however, are only covered if there are specific clinical reasons, such as the 
foetus being in distress or some other emergency. Despite this factor, elective 
caesareans still dominate and are increasing in medical schemes claims (Willie, 
2012:85). Obstetricians believes that from a financial point of view, collaboration 
would be better. This observation was made from statements such as the 
following:  
“Often we over treat and over charge and oversee and over do all of that. 
Whereas if we downgrade a little bit and the routine non-high risk 
situations could be dealt with in a more cost effective manner. Everybody 
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doesn’t have to go through the high risk obstetric unit. Most pregnancies 
can happily work through a midwife obstetric unit.”  (Participant 8)  
“We have to get to the primary healthcare cost. Can you imagine, if your 
thesis proves correct, if collaboration could happen, can you imagine the 
millions of rands that will be saved in this country.” (Participant 10) 
Literature confirms this matter. McIntyre, Francis & Chapman (2011:1) state that 
the connection between obstetric practices and increased resource utilisation in 
the absence of clinical need has been used to challenge the routine presence of 
obstetrics in the contested boundary of ‘normal birth’. Collaborative care models 
are useful cost saving agents as resources are shared while clinical patient 
outcomes are improved (Granger, Prvu-Bettger, Aucoin, Fuchs, Mitchell, 
Holditch-Davis, Roth, Califf & Gilliss, 2012:71)  
The above matters are not foreign, many countries are dealing with the same 
issues and South Africa can learn from them. The NHMRC (2010:9) explains 
how a set of shared principles can provide a framework for action. A commitment 
to the shared principles of collaboration provides collaborators with a framework 
for service policy development and individual professional behavior that, when 
implemented succesfully and effectively, enable best-practice maternity care. 
Lane (2012:33) reports on independent midwives in Australia who worked 
collaboratively observing national consultation referral guidelines competency 
standards, frameworks and codes of conduct and ethics.   
The Australian government announced a major program of reform in 2009 with 
the move to primary maternity care. Primary maternity services are based on the 
understanding that 85% of pregnant women are capable of giving birth safely 
with minimal intervention. It is argued that the removal of uncomplicated 
childbirth from routine obstetric influence will reduce the numbers of women 
receiving expensive obstetric care and interventions in the absence of clinical 
need (McIntyre, Francis & Chapman 2012:303). The researcher is of the 
meaning that change is inevitable and that similar work can be done as in 
Australia.  
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3.3.2.3  Sub-theme 2.3: Participants anticipate the possibility of positive 
collaboration if there are requirements by the different registration bodies. 
For collaborative maternity care in South Africa to be successful, the different 
registration bodies have to agree with it. These bodies are the Health 
Professions Council of South Africa (HPCSA) where the obstetricians are 
registered and the South African Nursing Council (SANC) where the midwives 
are registered. This will be discussed in Sub-theme 2.3 as depicted 
diagrammatically below.   
 
 
Figure 3.7 Diagrammatic representation of sub-theme 2.3 and its categories  
Collaborative maternity care requires approved regulations and each registration 
body must give recognition to such collaboration in order for it to be supported. 
This observation was taken from responses such as this one from an 
obstetrician:  
“It has to be endorsed by our health professions council; it has to actually 
be set up by them for that to be a little bit more reassuring…that the health 
Sub-theme 2.3: Participants 
anticipate the possibility of 
positive collaboration if there 
are requirements by the 
different registration bodies 
HPCSA recognition of such a 
partnership. 
SANC approved regulations for 
collaborative maternity care.  
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professions council will actually have some say or protocol that they set 
up.” (Participant 11) 
This sort of agreement is necessary as we are dealing with two different 
professions, each with their own training background and ideas. These two need 
to synergise and work towards a common goal. This was well expressed by an 
obstetrician :   
“There are two different forces pulling in different directions. The benefit 
will be for the two different forces to pull in the same directions.” 
(Participant 8) 
Doctors and midwives are globally not educated and trained through the same 
schools although they share a common goal, that of health care. It could be at 
times the reason behind the misunderstanding of the approach to the practice of 
these professionals. One of the obstetricians said:  
“Unfortunately, I don’t know if our midwives even get trained in anyway like 
that.” (Participant 11)  
Furthermore, as these are professional people it means they are being regulated, 
but by different bodies with probably different requirements or standards of 
practice to the extent that collaborative maternity care might have to fulfil those 
requirements to be realistic. 
For the two different professions to collaborate successfully and to work towards 
a common goal, one can start at the point where midwife and medical students 
are trained. Immigration and emigration are important factors to consider that 
pose pressure to the traditional way of training midwives because of cultural 
diversity-related factors, available obstetrical information as well as the 
technological advancement in medicine and midwifery care. The current training 
of the midwife under these circumstances therefore necessitates the preparation 
of a highly competent professional who will be globally recognised, useful as well 
as being able to function effectively as a partner and member of an 
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interdisciplinary team (International Council of Nurses (ICN), 2009 in James, 
Mabenge & Rala, 2012:167). To this effect, the current argument encourages 
consideration of models such as trans-professional collaborations to enhance the 
training of nurses and midwives (ICN, 2009). Midwives who are trained under 
these conditions could earn the respect of the doctors and obstetricians thus 
easing the process of collaborative maternity care.  
Collaboration between the midwives and doctors/obstetricians will assist in 
bridging the gap of lack of insight into the training of these two professions that 
causes the misunderstanding of the related practice (James, Mabenge & Rala, 
2012:170). Insight into each other’s training and practice will benefit the 
professional relationship between these two teams and encourage a positive 
atmosphere within the work environment (James, Mabenge & Rala, 2012:170). It 
is for such reasons that trans-professional collaborative training will be 
encouraged following the results of this study. 
 
3.4 Conclusion  
This chapter described and discussed the identified themes and sub-themes 
according to the findings of the researcher. Theme one stated that the 
participants perceived a collaborative working relationship as being beneficial to 
maternity care. They indicated the necessity to work together as a team, which 
will not only assist with the alleviation of workload but will also result in better 
maternity care. Involvement of the midwives in pregnancy and delivering women 
will also help to achieve this. Furthermore, the different parties should have 
detailed knowledge of midwifery, obstetrics and of the law governing their 
practice. Clear communication and good working relationships between 
obstetricians and midwives is necessary to make collaborative working 
relationships successful. Communication is not only important to know one 
another but also to ensure clarity on the limits of their practice.  
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Theme two stated that participants identified that there might be critical 
impediments to realising collaborative maternity care that need to be addressed 
in order to realise collaborative maternity care. This theme discussed the 
importance of knowledge of the respective roles of the partners. A legal 
framework that makes it clear who is responsible for what is of utmost 
importance for succesful collaborative maternity care. They highlighted legal and 
financial implications of such a partnership that need to be looked at in order to 
establish succesful collaborative maternity care and that the different registration 
bodies need to agree on the requirements.   
Based on the discussed experiences of the participants, the necessary 
guidelines and recommendations could be made. The following chapters will 
discuss the guidelines, recommendations and limitations of the research study.   
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CHAPTER FOUR 
 
DEVELOPMENT OF GUIDELINES 
 
 
4.1 Introduction 
  
The previous chapter discussed the perceptions of private sector midwives and 
obstetricians regarding collaborative maternity care under the identified themes 
and sub-themes arising from interviews with these professionals. This chapter 
will focus on the guidelines that were developed to facilitate the implementation 
of midwife-obstetrician collaboration in maternity care for women in the private 
sector, based the findings of the research described in Chapter Three.   
4.2 Theoretical framework 
The Australian Government’s National Health and Medical Research Council 
principles which provide a framework for effective maternity care collaboration 
between the midwife and obstetrician provided the theoretical framework that 
was used as a lens to view the phenomena of this study and was also used  to 
underpin the development of the guidelines for application by midwives and 
obstetricians for enhancing collaborative maternity care. The principles of 
maternity care collaboration provide midwives and obstetricians with a framework 
for service policy development and individual professional behaviour that 
facilitates best-practice maternity care. The framework consists of the following 
nine principles:  
 
1. Maternity care collaboration places the woman at the centre of her own care, 
while supporting the professionals who are caring for her (her carers). Such 
care is coordinated according to the woman’s needs, including her cultural, 
emotional, psychosocial and clinical needs.  
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2. Collaboration enables women to choose care that is based on the best 
evidence and is appropriate for themselves and for their local environment.  
3. Collaboration enables women to make informed decisions by ensuring that 
they are given information about all of their options. This information should be 
based on the best evidence, and agreed to and endorsed by professional and 
consumer groups.  
4. Collaborating professionals, regardless of the model of care, establish a 
clearly defined and inclusive reciprocal communication strategy using sensitive 
language to support professional trust.  
5. Collaboration has an underpinning safety and quality framework that includes 
monitoring health outcomes for mothers and babies, regular multidisciplinary 
discussions about how the collaboration is working (involving women who 
have used the service) and public reporting.  
6. Collaborating professionals respect and value each other’s roles, provide 
support to each other in their work and provide education to meet each other’s 
needs.  
7. Collaboration is committed to joint education and training, following a 
consistent, agreed care plan and research focused on improving outcomes. 
8. Collaboration aims to maximise continuity in a woman’s care and care-giver, 
throughout pregnancy, birth and the early postnatal period.  
9. Collaboration aims to maximize continuity in a woman’s care by providing a 
clear description of roles and responsibilities to support the person that a 
woman nominates to coordinate her care (her ‘maternity care coordinator’) 
(NHMRC, 2010:7). 
Below is the development and discussion of the guidelines as indicated above. 
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4.3 Guidelines to facilitate the implementation of midwife-obstetrician 
collaboration in maternity care for women in the private sector.  
By exploring and describing the perceptions of private sector midwives and 
obstetricians regarding collaborative maternity care, a wealth of useful 
information emerged. This allowed both population groups’ voices to be heard, 
with each one’s unique view on collaborative maternity care. Participants 
perceived a collaborative working relationship as being beneficial to maternity 
care. Participants verbalised that the collaboration between midwives and 
obstetricians will result in better maternity care and will promote communication 
between the different parties. The participants however identified that there might 
be critical impediments that need to be faced in order to realise collaborative 
maternity care. They anticipated that collaboration is possible providing there are 
clear guidelines on the role of the midwife versus that of the obstetrician and that 
there is an acknowledgement of the legal and financial implications of such a 
partnership. Such a need was identified because the partners in the collaboration 
are:  
• governed by two different registration bodies,  
• trained for the same purpose but at different levels and institutions  
• and the obstetricians and midwives are workink in the private sector for a 
profitable business.  
 
Governing bodies are important to any profession as they set parameters within 
which the profession is to be practiced (James, Mabenge & Rala, 2012:167). As 
such, these bodies provide legal protection to the profession, the professional 
and to the public, which are the women in confinement in the context of this study 
(South Africa, 2005). The core of the legal protection is based on the scope of 
practice and the roles of the professional, which in the context of midwifery will, 
for instance, be not to perform a caesarean section but to advise the doctor of 
the need for one. Also the midwife is expected to refer any woman who is 
pregnant to the doctor at least once during the pregnancy regardless of the 
condition of the woman (Regulation R.2488, 1990). Regulations of the South 
African Nursing Council (SANC), which is the governing body for nursing and 
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midwifery in SA, allow the midwife to practice independently. The criteria 
stipulated should be considered and the expected behaviour observed by the 
governing body. The same applies to the doctors and that is why the participants 
considered it important to consider these issues. 
Furthermore, it is also important to take note of the business factor. A private 
practice is the source of income for the private practitioners. The midwife, 
whether private or hospital-based, will have to be the advocate for the woman 
and as such prevent unnecessary interventions or negligence by the doctor or 
vice versa. The doctor will be held responsible by the woman and family and will 
have to pay for the claim and that could cost him/her the business in the event of 
any mishaps, even though those arising from the actions of the midwife. 
 
This chapter will develop and present guidelines in order to facilitate the 
implementation of midwife-obstetrician collaboration in maternity care for women 
in the private sector. In so doing the researcher will incorporate information that 
will assist in addressing the impediments to the suggested collaboration as 
identified by the participants in the study. The Australian Government’s National 
Health and Medical Research Council principles, the information gathered 
through the interviews together with the relevant literature and discussions with 
the supervisors assisted the researcher in the development of these guidelines.   
 
Three broad guidelines have been formulated, notwithstanding the value of the 
remaining guidelines of the NHMRC and thus will be part of the discussions. The 
guidelines will be presented with associated rationale and actions that will cover 
operational applications.  
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4.3.1 Guideline 1: Create a set of core values that form the basis of a 
collaborative maternity care model.  
Rationale 
In order for obstetricians and midwives to work together and facilitate successful 
collaborative maternity care, a set of core values need to be created. 
Operational Implications  
To achieve this guideline private midwives and obstetricians (further referred to 
as collaborating professionals) should: 
• Form a workgroup comprising the collaborating professionals to develop a 
model that will underpin the collaborative maternity care to be rendered by 
the partnership.  
• Develop and agree on a core set of values that will form the basis of their 
collaborative care.   
 
• An example of a set of core values is given below : 
• Collaborating professionals have as a common goal the well being of 
women and babies and optimal maternity care.  
• Collaborating professionals respect and value each other’s roles. 
• Collaborating professionals should: 
- provide support to each other in their work and work as a team, 
- provide education to meet each other’s needs, 
- display mutual trust and respect by fully respecting each other’s 
roles, scope of practice and professional autonomy.   
• Collaborating professionals promote communication with each other. 
• Collaborating professionals cooperate and have shared responsibly and 
accountability. 
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4.3.2 Guideline 2: Create a working tool for midwives and obstetricians with 
principles for a collaborative maternity care model.    
Rationale  
Once the core values are established by the workgroup, a working tool for 
collaborating professional that state the principles for collaboration should be 
created. This will make collaborative maternity care tangible and clear to the 
different parties. 
Operational Implications  
In order to achieve this guideline, the workgroup of collaborating professionals 
should meet regularly until all aspects for a collaborative maternity care model is 
clear and written down.  The following elements should be included in the 
working tool:   
• A clear description of professional roles and responsibilities of the midwife 
and obstetrician.  The description should be distinct but also flexible 
according to the context.  
• A clearly defined and inclusive reciprocal communication strategy using 
sensitive language to support professional trust. Part of the strategy 
should be to arrange regular multidisciplinary discussions, clinical reviews, 
team meetings or forums to assess and strengthen collaborative maternity 
care. 
• An underpinning safety and quality framework that includes monitoring 
health outcomes for mothers and babies, involving women who have used 
the service. 
Once collaborative maternity care models are formed they should be formulated 
into professional guidelines and protocols that are approved by the relevant 
registration bodies (HPCSA, SANC) in order to promote consistency of practice, 
team policies and standards. According to NHMRC (2010:3) such protocols 
usually cover:  
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• identifying risk 
• developing and implementing integrated pathways 
• ensuring best-practice communication, meetings and 
documentation 
• other tools. 
These guidelines can be similar to countries such as Australia, New Zealand, 
Canada and the Netherlands. New Zealand, for example, has such national 
referral guidelines. These guidelines, negotiated between midwives, family 
doctors and obstetricians, provide a comprehensive list of clinical conditions 
commonly associated with pregnancy and rate them according to the degree of 
complexity.  
 
4.3.3 Guideline 3: Enable women to choose care that is based on the best 
evidence and is appropriate for themselves and for their local environment.  
Rationale 
In order for women to benefit from collaborative maternity care, they should be 
enabled to choose care that is based on the best evidence and is appropriate for 
themselves and their local environment.  
Operational implications 
In order to acieve this guideline, the collaborating professionals should:  
• Place the woman at the centre of her own care, while supporting the 
professionals who are caring for her (her carers). Such care is coordinated 
according to the woman’s needs, including her cultural, emotional, 
psychosocial and clinical needs.  
• Communicate with the women and collaborate in a team approach to 
ensure that women receive safe, quality care throughout the continuum of 
maternity care. 
• Enable women to make informed decisions by ensuring that they receive 
information about all of their options. This information should be based on 
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the best evidence, and agreed to and endorsed by professional and 
consumer groups.  
• Should explore ways of informing the women, such as education classes, 
info brochures and social media.  
 
4.4 Conclusion  
This chapter discussed the developed guidelines to facilitate the implementation 
of midwife-obstetrician collaboration in maternity care for women in the private 
sector. Three broad guidelines have been formulated based on the National 
Guidance on Collaborative Maternity Care from the National Health and Medical 
Research Centre (NHMRC), which formed the theoretical framework of the study. 
The guidelines were presented with their associated rationale and actions that 
will cover operational applications.   
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CHAPTER FIVE 
GUIDELINES, RECOMMENDATIONS, LIMITATIONS AND CONCLUSIONS 
 
5.1 Introduction 
The following section will outline the summary of the study and the guidelines 
based on the findings. Furthermore, this chapter will discuss whether the 
research objectives have been met and identify limitations of the study. The last 
section of this study will include the recommendations for midwifery practice, 
education and research. The chapter will end with the concluding remarks of the 
study. 
 
5.2 Summary and objectives 
The researcher conducted a quantitative research study in 2011 on the factors 
that influence pregnant women’s’ choice of delivery mode in the private sector 
(James, Wibbelink & Muthige, 2012:406-408). The research findings of the 
aforementioned study portrayed a trend, which indicated that private institutions 
do not fully utilize the expertise of the midwives with regard to maternal care. 
This motivated the researcher, who is a passionate midwife herself, to undertake 
a study to explore and describe perceptions of midwives and obstetricians in the 
private sector regarding collaborative maternity care. The information obtained 
from this study assisted in developing guidelines for collaborative maternity care 
between midwives and obstetricians in private practice in South Africa. The 
research study had a primary and secondary objective: 
• To explore and describe the perceptions of private sector midwives and 
obstetricians regarding collaborative maternity care.  
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• To use the results of the study to develop guidelines to facilitate the 
implementation of midwife-obstetrician collaboration in maternity care for 
women in the private sector.  
In order to attain the first objective, the researcher interviewed the participants 
and posed the following question: “Tell me, how do you perceive a collaborative 
maternity care partnership between midwives and obstetricians?” The data 
collected by individual interviews with 12 participants was captured on an 
audiotape recorder and transcribed verbatim by the researcher. The researcher 
followed Creswell’s data analysis spiral as a guide for her analysis (Creswell, 
2007:150). Following the analysis of the data, with the assistance of an 
independent coder and her supervisors, two main themes emerged with 
associated sub-themes that described the perceptions of the midwives and 
obstetricians. These findings were discussed in the Chapter three. The two main 
themes were:  
• Participants perceived a collaborative working relationship as being 
beneficial to maternity care. 
• Participants identified that there might be critical impediments that need to 
be addressed in order to realize collaborative maternity care.   
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A summary of the themes is presented in the following figures. 
 
 
Figure 5.1 Diagrammatic representation of theme 1 and its sub-themes 
 
Figure 5.2 Diagrammatic representation of theme 2 and its sub-themes 
Theme 1: Participants 
perceived a collaborative 
working relationship as being 
beneficial to maternity care. 
Sub-theme 1.2:  Participants 
believe that collaboration 
between midwives and 
obstetricians will promote good 
communication between 
obstetricians, midwives and 
patients. 
Sub-theme 1.1: Participants 
believe that collaboration 
between midwives and 
obstetricians will result in better 
maternity care.  
Theme 2: Participants 
identified that there might 
be critical impediments that 
need to be addressed in 
order to realize 
collaborative maternity 
care. 
Sub-theme 2.2: 
Participants anticipate the 
possibility of postive 
collaboration if there is 
acknowledgement of legal 
and financial implications of 
such a partnership. 
Sub-theme 2.1: 
Participants anticipate 
the possibility of 
positive collaboration if 
there is knowledge of 
the respective roles of 
the partners. 
Sub-theme 2.3:  
Participants anticipate 
a the possibility of 
postive collaboration if 
there is requirements 
by the different 
registration bodies.  
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The researcher used this information as the main departure point from which to 
develop guidelines to facilitate the implementation of midwife-obstetrician 
collaboration in maternity care for women in the private sector. These guidelines 
were discussed in Chapter four and thus the second objective has been attained. 
It can therefore be concluded that the study reached its goal.  
 
5.3 Presentation of guidelines 
 
An overview of the guidelines to facilitate the implementation of midwife–
obstetrician collaboration is given below.  
Guideline 1:  Create a set of core values that form the basis of collaborative 
maternity care.  
Guideline 2: Create a working tool for midwives and obstetricians with principles 
for collaboration.    
Guideline 3:  Enable women to choose care that is based on the best evidence 
and is appropriate for themselves and for their local environment.  
 
5.4 Limitations of the study 
The researcher acknowledges that, as with all qualitative studies, the sample 
size and the specific nature of the sample and research context prevent 
generalisation of the findings. However, the richness of the data collected 
provided a wealth of information on the perceptions of private sector midwives 
and obstetricians regarding collaborative maternity care and the assumed 
benefits of utilizing an exploratory, descriptive and contextual approach were 
realized.  
 
 85 
 
Specific limitations that were acknowledged are:  
• The study was limited to the private sector only, thus depriving the 
researcher with insight into perceptions regarding collaborative maternity 
care in the government setting.   
• Although the participants were willing to share their perceptions, they 
might have concealed information due to their own privacy and to cover 
themselves. One obstetrician for example gave very short and politically 
correct answers and was not willing to share much.   
• Subjectivity of the questions. The researcher being an insider as a 
practicing midwife with her own ideas on collaborative maternity care, had 
to be mindful to remain neutral and not probe questions, which was at 
times difficult to achieve.  
 
5.5 Recommendations  
Recommendations regarding clinical practice, future research studies and 
educating midwives will be made and discussed in this section. These 
recommendations are based on the findings of the identified themes and the 
indicated limitations of the study.    
 
5.5.1 Recommendations for clinical practice 
The researcher makes the following recommendations for clinical practice based 
on the findings of this study:   
 
• The maternity health care providers should pursue new ways to improve 
collaborative maternity care. Collaborative maternity care models that 
consider the well-being of women and babies and optimal maternity care 
should be developed.  
• Professional guidelines or protocols should be formulated to promote 
consistency of practice, team policies and standards.  
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• Women-centred care is the aim in all collaborative endeavours, and ways 
of informing the women should be explored, such as education classes, 
info brochures and social media in order to promote the different services 
and enable the women to make informed decisions.   
• Create opportunities for inter-professional learning in order to have 
understanding of each other’s roles, improve communication, build trust 
and establish good working relationships. 
• Arrange regular multidisciplinary discussions, clinical reviews, team 
meetings or forums to assess and strengthen collaborative maternity care. 
• Two examples of collaborative maternity care that the researcher 
recommends are discussed below: 
 
o Proposed model of care for existing private hospitals in South 
Africa: Maternity Obstetrics Unit (MOU).  
Partnership with a group of obstetricians, advanced midwives and 
midwives. Advanced midwives to manage the maternity unit, assist 
the midwives to look after delivering women and train the hospital 
based midwives, etc. Midwives to do antenatal care consultations 
together with the obstetricians. Low risk women allocated to  
hospital-based midwives. The number of check-ups with the 
midwife is determined depending on risk level of the women. The 
advanced midwife to oversee midwives, train and assist. Midwives 
offering ante natal classes to educate women. Obstetricians there 
for high-risk women and to do 12 week, 20 week, 36 week check-
ups with low-risk women.   
 
o Proposed model of care for Independent Midwives: 
Independent midwife to partner with obstetricians. Obstetrician to 
do antenatal check-ups at 12 weeks, 20 weeks and 36 weeks and 
be on stand-by during delivery should referral be needed in case of 
emergency. Maternity units to allow independent midwives to 
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deliver their clients in their unit. Hospital-based midwives assist the 
independent midwives and do the post natal care.   
 
5.5.2 Recommendations for midwifery education 
To benefit the midwifery discipline the researcher developed recommendations 
for midwifery/obstetrics education: 
 
• Give attention to collaborative maternity care during the training of 
midwives and doctors in order to gain better understanding of the 
different roles and limits of each profession’s practice.   
• Trans-disciplinary training between midwife and doctor students to 
improve collaboration is recommended.   
 
5.5.3 Recommendations for midwifery research 
The researcher makes the following recommendations for future research based 
on the findings of this study:   
 
• A similar study could be done to investigate the perceptions of 
collaborative maternity care in the government settings (public sector) 
in South Africa.   
• After the implementation of the recommendations and the guidelines, a 
study could be implemented to investigate the success of collaborative 
maternity care.   
• An investigation on different collaborative models of care 
internationally can be done, with the formulation of operational 
guidelines applicable to South Africa.   
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5.6 Conclusion 
Chapter five provided an overview of the overall research process and the main 
conclusions drawn from the findings of the research. It discusses the 
actualisation of the purpose of the study as guided by the objectives. A summary 
of the guidelines that were formed in Chapter four is also given. The chapter 
continues with the identified limitations of this research study and closes with 
recommendations following the results of this study.   
The results of the study revealed that the midwives and obstetricians perceived a 
collaborative working relationship as being beneficial to maternity care. It 
revealed that collaboration will improve maternity care but there might be critical 
impediments that need to be addressed in order to realise collaborative maternity 
care. Following the findings and the identified impediments, guidelines were 
formulated. The three principles guidelines were:   
• Create a set of core values that form the basis of collaborative maternity 
care.  
• Create a working tool for midwives and obstetricians with principles for 
collaboration.  
• Enable women to choose care that is based on the best evidence and is 
appropriate for themselves and for their local environment. 
 
 
 
“It always seems impossible until it’s done” 
NELSON MANDELA 
 
 
 
 89 
BIBLIOGRAPHY 
 
Ansell, C. & Gash, A. 2008.  Collaborative Governance in Theory and Practice.  
Journal of Public Administration Research and Theory, 18(4): 543-571. 
Babbie, E. 2007. The practice of social research. 11th edition. Belmont, Thomson 
Wadsworth. 
Betran, A.P., Merialdi, M., Lauer, J.A., Bing-Shun, W. Thomas, J., Van Look, P. & 
Wagner, M. 2007. Paediatric and Perinatal Epidemiology. Rates of Caesarean 
Section:  Analysis of Global, Regional and National estimates, 21, 98-113. 
Brink, H. 2009.  Fundamentals of Research Methodology for Health Care 
Professionals.  Cape Town:  Juta&Co. (Pty) Ltd. 
Burns, N. & Grove, S.K.  2011. Understanding nursing research. Building an 
evidence-based practice.  5th edition. USA:  Elsevier.   
Centraal Bureau voor de Statistiek. Nederland in 2007. Den Haag: Centraal 
Bureau voor de Statistiek, 2007:166.  
Chaillet, N. & Dumont, A.  2007.  Birth.  Evidence-Based Strategies for Reducing 
Cesarean Section Rates:  A Meta Analysis, 34(1), 53-64. 
Childbirth Connection (2012). Vaginal or Cesarean Birth: What Is at Stake for 
Women and Babies? New York: Childbirth Connection. [Online] Available at: 
http://transform.childbirthconnection.org/wp-content/uploads/2013/02/Cesarean-
Report.pdf accessed 04 January 2014.  
Connecting Kidz (2012). Connecting Kidz site. Available from: 
http://www.connectingkidz.co.za/pregnancy_birth/birthingoptioncaregivers.htm 
accessed  17 June 2012. 
 
 90 
Creswell, J.W. 2007. Qualitative inquiry & research design. Choosing among five 
approaches.  2nd edition.  USA: Sage publications.  
Dahlen, H.G & Homer, C.S.E. 2012. BIRTH. Web-based News Reports on 
Midwives Compared with Obstetricians,  A Prospective Analysis, 39(1), 48-56. 
Day, S.  2007.  Dictionary for clinical trials.  2nd edition.  England: John Wiley & 
Sons 
De Vos, A.S., Strydom, H., Fouché, C.B. & Delport, C.S.L. 2011. Research at 
grass roots. For the social sciences and human service professions. 4th edition.  
Pretoria, Van Schaik Publishers. 
FIGO.  2011.  International Day of the Midwife, 5 May 2011:  Midwives centre 
stage in maternal, newborn, reproductive and sexual health.  [Online] Available 
from: http://www.figo.org/news accessed 2 February 2012. 
Granger, B.B., Prvu-Bettger, J., Aucoin J., Fuchs, MA., Mitchell, P.M., Holditch-
Davis, D., Roth, D., Califf, R.M. & Gilliss, C.L. 2012. Journal of Nursing 
Scholarship. An Academic-Healht Service Partnership in Nursing: Lessons from 
the Field. 44(1):71-79  
Green, J. & Thorogood, N. 2009. Qualitative methods for health research. 2nd 
edition.  Sage publications. 
Gunnervik, C., Sydsjo, G., Sydsjo, A., Selling, K.E. & Josefsson, A. 2008. Acta 
Obstetrica et Gynecologica.  Attitudes towards cesarean section in a nationwide 
sample of obstetricians and gynecologists, 87, 438-444. 
Harris, S.J., Janssen, P.A., Saxell, L., Carty, E.A., MacRae, G.S. & Petersen, 
K.L. 2012.  Canadian Medical Association Journal. Effect of a collaborative 
interdisciplinary maternity care program on perinatal outcomes, 184(17), 1885-
1892. 
Hawker,S. & Waite, M. 2007. Concise Oxford Thesaurus. 3rd edition.  Oxford 
University Press. 
 91 
Hornby, A.S. 2005. Oxford advanced learner’s dictionary of current English. 7th 
edition.  Oxford university press.   
International Confederation of Midwives (ICM).  2013.  Essential Competencies 
for basic midwifery practice.  [Online] Available from: 
http://www.internationalmidwives.org/assets/uploads/documents/CoreDocuments
/ICM%20Essential%20Competencies%20for%20Basic%20Midwifery%20Practic
e%202010,%20revised%202013.pdf accessed 9 April 2013. 
James, S., Mabenge, M. & Rala, N. 2012.  African Journal of Midwifery and 
Women’s Health. Transdiciplinary collaborative training: A midwifery need. 6(4), 
167-170.  
James, S., Wibbelink, M. & Muthige, N. 2012. British Journal of Midwifery. 
Delivery method choice in the South African private sector,  20(6), 406-408.  
Keeton, C. 2010. Death of the natural birth?  Sunday Times, 21 March:13. 
Kruske, S., Young, K., Jenkinson, B & Catchlove, A. 2013. BMC Pregnancy and 
Childbirth.  Maternity care providers’ perceptions of women’s autonomy and the 
law, 13(84), 1-6.  
Lee, S.M.A. & Kirkman, M. 2008. Health Care for Women International.  
Disciplinary Discourses.  Rates of Cesarean Section Explained by Medicine, 
Midwifery, and Feminism, 29, 448-467. 
Leedy, P.D. & Omrod, J.E. 2005. Practical research: planning and design.  New 
York, Pearson Merrill Prentice Hall.  
Mason, J. & Dale, A. 2011. Understanding Social Research. Thinking Creatively 
about Method. London: Sage Publications. 
McCourt, C., Weaver, J., Statham, H., Beake, S., Gamble, J. & Creedy, D.K. 
2007.  Birth. Elective Cesarean Section and Decision Making:  A Critical Review 
of the Literature,  35(1), 65-79.  
 92 
McIntyre, M., Francis, K. & Chapman, Y. 2012. Midwifery. The struggle for 
contested boundaries in the move to collaborative care teams in Australian 
maternity care, 28, 298-305.  
Monari, F., Di Mario, S., Facchinetti, F. & Basevi, V. 2008. Birth. Obstetricians’ 
and Midwives’ Attitudes toward Cesarean Section, 35(2), 129-135. 
National Health and Medical Research Council (NHMRC). 2010. National 
Guidance on Collaborative Maternity Care, Canberra: NHMRC.    
Newnham, E. 2010. Health Sociology Review. Midwifery dierections: The 
Australian maternity services review, 19(2), 245-259. 
Polit, D.G. & Beck, C.T. 2012. Nursing research. Generating and assessing 
evidence for nursing practice. 9th edition. Wolters Kluwer/Lippincotte, Williams & 
Wilkins.  
SANC. 1990. Regulations relating to the conditions under which registered 
midwives and enrolled midwives may carry on their profession.  (Based on 
Regulation R.2488, 1990).  Pretoria:  SANC.  
Sandall J., Soltani H., Gates S., Shennan A. & Devane D. Midwife-led continuity 
models versus other models of care for childbearing women. Cochrane Database 
of Systematic Reviews 2013, Issue 8. Art. No.: CD004667. DOI: 
10.1002/14651858.CD004667.pub3. 
Sandall, J., Hatem, M., Devane, D., Soltani, H. & Gates, S. 2009. Midwifery.  
Discussions of findings from a Cochrane review of midwife-led versus other 
models of care for childbearing women: continuity, normality and safety, 25, 8-13.  
Schlosberg, S. & Templer, A. 2010. Why a Caesar is not always best.  Fit 
Pregnancy, April/May, 37-39. 
Skinner, J.P. & Foureur, M. 2010. Journal of midwifery and women’s health.  
Consultation, referral, and collaboration between midwives and obstetricians:  
Lessons from New Zealand,  55(1), 28-37. 
 93 
Soanes, C. & Stevenson, A. 2008. Concise Oxford Dictionary. 7th edition revised.  
New York: Oxford university press. 
South Africa. 1998.  Medical Shemes Act, no 131, 1998.  [Online] Available from: 
http://www.doh.gov.za/docs/legislation/acts/1998/act98-131.html accesed 26 
October 2013.  
South Africa. 2005. The Nursing Act, no 33, 2005.  Pretoria:  Government printer.  
[Online] Available from: http://www.sanc.co.za/publications.htm accesed 26 
October 2013. 
Tollanes, M.C., Thompson, J.M.D., Daltveit, A.K. & Irgens, L.M. 2007. Acta 
Obstetrica et Gynecologica.  Cesarean section and maternal education; secular 
trends in Norway, 1967-2004, 86, 840-848.  
Walter, E. ed. 2005. Cambridge Advanced Learner’s Dictionary.  2nd ed.  
Cambridge:  Cambridge University Press.   
Waldman, R.N. & Kennedy, H.P. 2011. Obstet Gynecol.  Collaborative practice 
between obstetricians and midwives,  118(3), 503-504.  
Weller, B.F. 2009.  Baillière’s nurses’ dictionary.  25th Edition.  China. Elsevier. 
Welman, C., Kruger, F. & Mitchell, B. 2005. Research Methodology. 3rd Edition. 
Cape Town: OUP 
Wiegers, H.A. & Hukkelhoven, C.W.P.M. 2010. BMC Pregnancy and Childbirth. 
The role of hospital midwives in the Netherlands, 10(80), 1-9. 
Willie, M.M. 2012. E3 Journal of Medical Researh. Caesarean section rates in 
large medical schemes in South Africa: an explorative descriptive study, 1(6), 84-
90. 
 
 
 
 94 
ANNEXURE A 
 
 
LETTERS FOR PERMISSION TO CONDUCT THE STUDY  
 
  
1 
 
 
 
 
 
--- 
Hospital Manager 
 
Dear  
 
RE: REQUEST FOR PERMISSION TO CONDUCT RESEARCH IN PRIVATE HOSPITAL 
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(NMMU) in Port Elizabeth. The research I wish to conduct for my Master’s treatise is entitled:  Perceptions of 
private sector midwives and obstetricians regarding collaborative maternity care. The project is being 
conducted under the supervision of Dr. S. James and Dr. E Ricks at the Department of Nursing Science at the 
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I would like to interview midwives and obstetricians at your institution.  The purpose of the research is to 
explore and describe the perceptions of midwives and obstetricians in the private sector regarding the 
possibility of a professional partnership between the midwife and obstetrician relating to maternity care. The 
information obtained from this study will assist in developing guidelines for collaborative maternity care 
between midwives and obstetricians in private practice in South Africa.  
 
The data will be collected by doing a semi-structured interview with each participant.  Each interview will last 
approximately 45-60 minutes.  The questions that they will be asked are: 
 
• What are your perceptions regarding the feasibility of an obstetrician – midwife collaboration in 
maternal care?  
• What could facilitate such a partnership?  
• What could hinder such a partnership? 
• What could be the benefits/advantages of such a partnership?  
Participants should not feel coerced.  They may withdraw at any time and information will be managed 
confidentially.  However, because the choice of multi-professional team members is limited, anonymity cannot 
be guaranteed.  Quotes from interviews may be used in the research report or in an academic article.  
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 Thank you for your time and consideration in this matter.  
 
Yours sincerely, 
 
 
Ms M.G. Wibbelink 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3 
 
Perceptions of midwives and obstetricians in private sector regarding 
collaborative maternity care 
 
I give consent for you to approach midwives and obstetricians in my institution and that they may participate 
in the above mentioned project. 
 
I have read the accompanying letter explaining the purpose of the research project and understand that: 
• The role of the institution is voluntary 
• I may decide to withdraw the hospital’s participation at any time without penalty.  
• Only midwives and obstetricians  who have signed  will participate in the project 
• All information obtained will be treated in strictest confidence 
• The participants’ names will not be identifiable and used in any written reports unless they have given 
authority as the study is not sensitive 
• Participants may withdraw from the study at any time without penalty 
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benefit to their patients. 
 
• PO Box 77000 • Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 • South Africa • www.nmmu.ac.za 
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in the above mentioned project. 
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PERMISSION TO CONDUCT RESEARCH FRTI 
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Supervisor:  Dr SV James 
Co-supervisor/s:  Dr E Ricks 
Summerstrand South 
Faculty of Health Sciences 
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Please be advised that your final research project was approved by the Faculty Research, Technology and 
Innovation Committee, subject to the following amendments/recommendations being made to the satisfaction 
of your Supervisor/s: 
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1. FRTI recommended title:  
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2. Design and method 
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4. Data collection 
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5. Trustworthiness 
 How would the researcher ensure transferability in the study? 
6. Literature control 
- Page 2 
     Add in South Africa statistics as other countries statistics were given.   
- Page 4 
 Refrain from using unscientific sites that are not peer reviewed 
7. Independent coder 
 Increase cost for independent coder. 
8. Work and time schedule 
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9. References (in text) 
The referencing was done incorrectly.  Some references were put at the end of the last bullet. Full 
stops, commas and spacing were not used consistently.  This should be attended to. 
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Please forward an electronic copy of your proposal and all appendices to the secretariat. 
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Not applicable 
k) Date of commencement of data collection: 2013/06/03  
Anticipated date of completion of study: January 2014 
l) Objectives of the study (the major objective(s) / Grand Tour questions are to be stated briefly and clearly):  
To explore and describe the perceptions of midwives and obstetricians in the private sector regarding collaborative maternity care. Secondly 
the results of this study will be used to develop guidelines that could be used to facilitate the implementation of midwife-obstetrician 
collaboration in maternity care for women in the private sector. 
m) Rationale for this study: briefly (300 words or less) describe the background to this study i.e. why are you doing 
this particular piece of work.  A few (no more than 5) key scientific references may be included:    
The World Health Organization (WHO) states that no region in the world is justified in having a caesarean section rate greater than 10-15%, 
which is the number of caesarean deliveries over the total number of live births (Betran, Merialdi, Lauer, Bing-Shun, Thomas, van Look & 
Wagner, 2007:98; Gunnervik, Sydsjo, Sydsjo, Selling & Josephson, 2008:438). Despite this requirement caesarean section delivery rates 
have increased over the past few decades often greatly exceeding this recommended limit (Gunnervik, et al., 2008:438; Lee & Kirkman, 
2008:449) The caesarean section delivery rate in the private sector in South Africa has increased. The caesarean section rate could at times 
be five times higher than the norm as recommended by the WHO (James, Wibbelink & Muthige 2012:406; Keeton 2010:13). The researcher 
conducted a quantitative research study in 2011 on the factors that influence pregnant women’s choice of delivery mode in the private sector 
(James, Wibbelink & Muthige, 2012:406-408). This study was conducted as part of the requirements for the Baccalaureurs Curationis 
Honores Degree. The research findings of the aforementioned study portrayed a trend which indicated that private institutions do not fully 
utilize the expertise of the midwives with regard to maternal care. One could question whether the role of the midwives is dwindling in the 
private institutions. The lack of the involvement of midwives in the care of pregnant women in the private sector is indicated as one of the 
reasons that are related to the high caesarean section delivery rates. This motivated the researcher to undertake a study to explore and 
describe perceptions of midwives and obstetricians in the private sector regarding collaborative maternity care. 
METHODOLOGY 
n) Briefly state the methodology (specifically the procedure in which human subjects will be participating) (the full 
protocol is to be included as Appendix 1):  
The proposed study will follow a qualitative, exploratory, descriptive design. The research population would include 
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midwives and obstetricians in private sector in the Eastern Cape.  Non-probability, purposive sampling will be used. 
Semi-structured one-to-one interviews will be conducted to collect information rich data. The interviews will be 
transcribed and Creswell’s’ data analysis spiral will be used as a guide for the data analysis. Themes will be 
identified and grouped together to form new categories. An independent coder will assist with the coding process. 
o) State the minimum and maximum number of participants involved (Minimum number should reflect the number 
of participants necessary to make the study viable)     
Min:  Type minimum number here       Max:  Type maximum number here 
 
2. RISKS AND BENEFITS OF THIS STUDY 
a) Is there any risk of harm, embarrassment or offence, however slight or temporary, to the participant, third parties 
or to the community at large?  No 
If YES, state each risk, and for each risk state i) whether the risk is reversible,  ii) whether there are alternative 
procedures available and iii) whether there are remedial measures available. 
Not applicable   
b) Has the person administering the project previous experience with the particular risk factors involved?  No  
If YES, please specify: Not applicable   
c) Are any benefits expected to accrue to the participant (e.g. improved health, mental state, financial etc.)? Yes  
If YES, please specify the benefits: They might benefit from the finding of the study – to apply collaborative 
maternity care and make use of the guidelines that has been formulated.   
d) Will you be using equipment of any sort? Yes   
If YES, please specify:  Tape recorder  
e) Will any article of property, personal or cultural be collected in the course of the project? No  
If YES, please specify:  Not applicable 
 
3. TARGET PARTICIPANT GROUP 
a) If particular characteristics of any kind are required in the target group (e.g. age, cultural derivation, background, 
physical characteristics, disease status etc.) please specify: •All midwives who are permanently employed in 
the maternity section of the private hospitals and have been practicing midwifery for at least one year.•
Independent midwives. •Participants should be registered as a midwife with the South African Nursing 
Council. Inclusion criteria for obstetricians:•Obstetricians who have established private practices for at 
least one year. •Obstetricians who are registered with the Health Professions Council of South Africa. 
b) Are participants drawn from NMMU students? No 
c) If participants are drawn from specific groups of NMMU students, please specify: Not applicable 
d) Are participants drawn from a school population? No  
If YES, please specify: Not applicable   
e) If participants are drawn from an institutional population (e.g. hospital, prison, mental institution), please specify: 
Type response here or select “Not applicable” 
f) If any records will be consulted for information, please specify the source of records: Not applicable  
g) Will each individual participant know his/her records are being consulted?  Not applicable  
If YES, state how these records will be obtained: Not applicable   
h) Are all participants over 18 years of age?  Yes  
If NO, state justification for inclusion of minors in study: Not applicable 
 
4. CONSENT OF PARTICIPANTS 
a) Is consent to be given in writing? Yes   
If YES, include the consent form with this application [Appendix 2].  
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If NO, state reasons why written consent is not appropriate in this study.  Type response here   
b) Are any participant(s) subject to legal restrictions preventing them from giving effective informed consent?  No  
If YES, please justify: Not applicable   
c) Do any participant(s) operate in an institutional environment, which may cast doubt on the voluntary aspect of 
consent?   No  
If YES, state what special precautions will be taken to obtain a legally effective informed consent: Not applicable   
d) Will participants receive remuneration for their participation?  No  
If YES, justify and state on what basis the remuneration is calculated, and how the veracity of the information can 
be guaranteed. Not applicable 
e) Which gatekeeper will be approached for initial permission to gain access to the target group? (e.g. principal, 
nursing manager, chairperson of school governing body) Hospital manager and nursing manager   
f) Do you require consent of an institutional authority for this study? (e.g. Department of Education, Department of 
Health)  No   
If YES, specify:  Not applicable   
 
5. INFORMATION TO PARTICIPANTS 
a) What information will be offered to the participant before he/she consents to participate? (Attach written 
information given as [Appendix 3] and any oral information given as [Appendix 4]) 
b) Who will provide this information to the participant?  (Give name and role)   
Margreet Wibbelink      Researcher 
c) Will the information provided be complete and accurate?   Yes   
If NO, describe the nature and extent of the deception involved and explain the rationale for the necessity of this 
deception: Not applicable  
 
6. PRIVACY, ANONYMITY AND CONFIDENTIALITY OF DATA 
a) Will the participant be identified by name in your research?  No    
If YES, justify:  Not applicable   
b) Are provisions made to protect participant’s rights to privacy and anonymity and to preserve confidentiality with 
respect to data?  Yes   
If NO, justify. If YES, specify:  Not applicable     
c)  If mechanical methods of observation be are to be used (e.g. one-way mirrors, recordings, videos etc.), will 
participant’s consent to such methods be obtained?  Yes    
If NO, justify:  Not applicable    
d) Will data collected be stored in any way? Yes   
If YES, please specify: (i) By whom?  (ii) How many copies?  (iii) For how long?  (iv) For what reasons?  (v) How will 
participant’s anonymity be protected?  Type response here or select “Not applicable”   
e) Will stored data be made available for re-use? Select an item    
If YES, how will participant’s consent be obtained for such re-usage?  Type response here or select “Not 
applicable”   
f) Will any part of the project be conducted on private property (including shopping centres)? Select an item   
If YES, specify and state how consent of property owner is to be obtained: Type response here or select “Not 
applicable”   
g) Are there any contractual secrecy or confidentiality constraints on this data? Select an item   
If YES, specify: Type response here or select “Not applicable”   
 
D/496/05: APPLICATION FORM: ETHICS APPROVAL (HUMAN) 
 
Form dd 28 July 2010  Page 5 of 6  PRP Initial 
 REC-H 
    
 
 
7. FEEDBACK 
a) Will feedback be given to participants? Yes   
If YES, specify whether feedback will be written, oral or by other means and describe how this is to be given (e.g. 
to each individual immediately after participation, to each participant after the entire project is completed, to all 
participants in a group setting, etc.):  To each participant after the entire project is completed   
b) If you are working in a school or other institutional setting, will you be providing teachers, school authorities or 
equivalent a copy of your results?  Yes   
If YES, specify, if NO, motivate:  Will provide a copy of the results to the hospital and nursing manager  
 
8. ETHICAL AND LEGAL ASPECTS 
The Declaration of Helsinki (2000) or the Belmont Report  will be included in the references: No    
If NO, motivate:   Green & Thorogood (2009:68) who refers to the Declaration of Helsinki (WMA 2000) will be 
referred to in the references.   
(A copy of the Belmont Report is available at the following link for reference purposes: http://www.nmmu.ac.za/documents 
/rcd/The%20Belmont%20Report.pdf) 
a) I would like the REC-H to take note of the following additional information:  
None 
 
9. DECLARATION 
If any changes are made to the above arrangements or procedures, I will bring these to the attention of the Research 
Ethics Committee (Human). I have read, understood and will comply with the Guidelines for Ethical Conduct in 
Research and Education at the Nelson Mandela Metropolitan University and have taken cognisance of the availability 
(on-line) of the Medical Research Council Guidelines on Ethics for Research (http://www.sahealthinfo.org/ethics/). 
All participants are aware of any potential health hazards or risks associated with this study. 
I  am not aware of potential conflict(s) of interest which should be considered by the Committee.  
If affirmative, specify:  Not applicable  
   30 September 2014 
SIGNATURE: Type name here (Primary Responsible Person) Date 
   30 September 2014 
SIGNATURE: Type name here (Principal Investigator/Researcher) Date 
 
10. SCRUTINY BY FACULTY AND INTRA-FACULTY ACADEMIC UNIT 
This study has been discussed, and is supported, at Faculty and Departmental (or equivalent) level.  This is 
attested to by the signature below of a Faculty (e.g. RTI) and Departmental (e.g. HoD) representative, neither of 
whom may be a previous signator. 
         
NAME  and  CAPACITY (e.g. HoD) SIGNATURE Date 
       
NAME  and  CAPACITY (e.g. Chair:FacRTI) SIGNATURE Date 
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11. APPENDICES 
In order to expedite the processing of this application, please ensure that all the required information, as specified 
below, is attached to your application. Examples of some of these documents can be found on the Research Ethics 
webpage (http://www.nmmu.ac.za/default.asp?id=4619&bhcp=1). You are not compelled to use the documents 
which have been provided as examples – they are made available as a convenience to those who do not already have 
them available.  
APPENDIX 1: Research methodology 
Attach the full protocol and methodology to this application, as "Appendix 1” and include the data collection 
instrument e.g. questionnaire if applicable. 
APPENDIX 2: Informed consent form 
If no written consent is required, motivate at 4a).  The intention is that you make sure you have covered all the 
aspects of informed consent as applicable to your work. 
APPENDIX 3: Written information given to participant prior to participation 
Attach as "Appendix 3".  The intention is that you make sure you have covered all the aspects of written information 
to be supplied to participants, as applicable to your work. 
APPENDIX 4: Oral information given to participant prior to participation 
If applicable, attach the required information to your application, as "Appendix 4". 
APPENDIX 5, 6, 7: Institutional permissions  
Attach any institutional permissions required to carry out the research e.g. Department of Education permission for 
research carried out in schools. 
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ANNEXURE D 
 
 
LETTER TO INDEPENDENT CODER  
 
 
 
 
 
 
 
 
1 
 
 
 
 
 
08 Augustus 2013  
 
Independent Coder 
 
Dear Mrs. Klopper 
 
RE:  STEPS TO FOLLOW FOR INDEPENDENT CODING OF TRANSCRIBED 
RESEARCH INTERVIEWS 
Please find attached transcript for data analysis and the following criteria for data analysis. 
Analysis of data should be according to Creswell’s data analysis spiral (Creswell, 2007:150).  
1. Type the transcripts of the interviews and attach related field notes.  
2. Obtain a holistic view of all the transcripts by closely reading through them.  
3. Choose the most interesting transcript to analyze first. Read through the transcript 
and make notes of thoughts as they occur.  
4. Read all the transcripts and make short notes of thoughts as they occur, in the 
margins of the transcripts and make a list of all the theme that you become aware of.  
5. Pay close attention and read each one of the transcripts individually.  
6. Collate themes that are similar.  
7. Organize the themes into three categories according to their occurrence and 
characteristics.  
8. Place similar themes together on a single list and give each one of them a code.  
9. Take the list to the raw data and code the raw information according to the identified 
codes. The code to be reflected next to the sentence in the raw information.  
10. Test the proposed organization of data to see if any new themes emerge and 
whether the codes cover the total spectrum of the data.  
• PO Box 77000 • Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 • South Africa • www.nmmu.ac.za 
2 
 
11. Conceptualize the themes in words that describe it best. Each theme is now called a 
category with a specific name.  
12. Peruse the categories again to whether some categories can be combined to form 
one category. Group similar categories together.  
13. Determine relationships between categories.  
14. Make a final decision on the name of each category.  
15. List categories in alphabetical order.  
16. Put all the categories together and make a provisional analysis and comparison 
between the categories as applied to the different transcripts.  
When the data analysis process has been completed we will sit together and discuss the 
findings. If any query of problems with data analysis is experienced, contact the researcher 
on 042-2931952 or email: margreet@truewan.co.za .  
Thank you for your valued assistance.   
Yours sincerely, 
Margreet Wibbelink 
(Researcher) 
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ANNEXURE E 
 
COPY OF TRANSCRIBED INTERVIEW  
 
 
 
INTERVIEW FOUR  
 
R: Researcher 
P: Participant 
 
This participant is an independent midwife.  She used to have a private midwife 
practice in East London but relocated to Port Elizabeth in 2012.  She is working 
as an independent midwife in the area as well as locum in maternity wards from 
the private hospitals – Greenacres and St. Georges.  
 
R: Tell me, how do you perceive a collaborative maternity care partnership 
between midwives and obstetricians?  
 
P: I know that we are required by law for the patient to be seen by a doctor at 
least once in their pregnancy.  I prefer twice: in the beginning and towards the 
end.  For low risk pregnancies.  If there is some risk involved, maybe a more 
frequent visit would be needed.  I believe every woman that is pregnant should 
see a midwife.  Because the information they get from a doctor, when the woman 
walks in, the doctor says you are so many weeks, scan them say its all fine and 
let them go.  They never discuss body changes, growth of baby, are you having 
trouble sleeping.  The doctor is purely looking at if the baby is growing well, is 
your placenta functioning, ok bye next.  You see the doctor between 7,5 and 15 
min and then you are out.  So there is no time to ask questions, and with a 
speedy appointment, you not thinking about the questions you wanted to ask.   
The midwife is there to help with the education about what your body is doing, 
why your body is doing it, is the baby kicking, how much weight you are gaining.  
All and all, when you see the ladies arrive at the hospitals that are seen by the 
gynaes only, when you ask them what is your blood count, what is your blood 
group, they don’t know.  They say their Gynae know.  How much do you weigh?  
They don’t know, the gynae didn’t weigh me.   So things like that.  They don’t do 
urine test every time, they do a twelve week urine test, the midwife do one every 
time. It seems like the nitty gritty routine basics are falling by the way side.  The 
women don’t know.  When you ask them, why are you being induced, they say, 
the doctor told me so.  There is no discussion, there is no – you must make 
decision, you are involved.  That’s what I like about the midwife.  The midwife will 
bring in that aspect of why are we doing this, have you though about this, is this 
what you want, do you understand that what you are asking.  When you ask for 
an induction, do you realize that when you ask for an induction, you are having a 
good chance of having a ceaser?  I don’t think they know, I think they just blindly 
go to the gynae and through their whole pregnancy they don’t get educated.  
Where as a midwife when you see them in the pregnancy, you start prepping 
them for breastfeeding.  And care for the baby afterwards, what to expect.  So 
that they don’t have this baby and once the gynae is finished with them he is 
done with you.  They don’t have the relationship as the midwife has.  How is the 
baby, it is sleeping, breastfeeding and all of that.  That’s why I think we need both 
the gynae and the midwife.  If the gynae can do the things that the midwife can’t 
do, I am quite happy to take over and do those things.  The gynae doesn’t have 
the time to educate the women.  That is not important to them. They just want to 
know it they are ok. I think their goal is a safe birth.  Ours is the experience you 
have, it is not just purely, is the mother safe, is the baby safe.  To a midwife it is 
about the experience, did you enjoy it? Were you prepared?  I think a midwife is 
more concerned about emotions than the gynae.  
 
R:  So the collaboration with an obstetrician would be?  
 
P:  The gynae should see them for a twelve week scan.  It is a good scan to see 
if the baby is there, is it viable, is there a heartbeat and everything that should be 
there.  Basics.  Then if the pregnancy is normal, then you see the midwife right 
through and at 36 weeks you go again.  To see if the baby is in the right position, 
where is the placenta, is it functioning, is everything normal and then back to 
your midwife.  And then? Delivery is difficult, because you know, here it is a 
technical issue.  It would be lovely if the hospital midwives would do the delivery.  
You would see a practice of midwives and you would go to the hospital and the 
midwife on duty would deliver your baby and call the doctor if there is trouble.  
But I think there is a hierarchy. That would be ideal, if you go to Greenacres and 
the midwife that is on duty would deliver your baby.   
But the midwife does the care until 10 min before the baby is out.  The doctors 
comes in and 10 minutes after the baby is out, run out. You know, it is purely a 
functional job, purely that last end, the five minutes of glory, before the baby is 
out and then they go again.   
R: But you as an independent midwife how do your collaboration with an 
obstetrician work? 
 
P:  As an independent midwife with12 weeks and 36 weeks the gynae see the 
women, so that they know them and when I call if I need help, they know them.  
When they go in labour I let the doctor know.  Then I monitor the labour and then 
deliver and do whatever needs to be done and call the doctor to tell them that 
they have delivered.  Depending on the doctor they will come to visit the patient.  
Then I discharge them, it is the midwife that does everything.  You barely need 
the doctor. He is the specialist.   He is there for when things go wrong. When it is 
not going wrong you don’t need him.  With the 6 weeks heck up, we can do the 
papsmaers, you know. I really see collaboration is only when you need them.   
 
R:  You have seen collaboration working, it is existing? If you don’t have 
collaboration you can’t work as an independent midwife?  
 
P: Yes, you can’t do without it.  There is a handful of doctors that will help me. A 
lot will do the follow up if I go to St. Georges.  In Greenacres I can deliver.  Only 
there doctor Marais or doctor Nhliziyo will back me up.  If I do a homebirth, then 
Dr. Grieve of Dr. Andrews will back me up as well as the other two, but if I need 
their help I have to go to St. Georges. They don’t want to be running to 
Greenacres to help me when the majority of their patients are in St Georges. 
That does make sense.  
 
 
 
R:  What would be the advantages of a good collaboration? 
 
P:  I had a fantastic collaboration in East London, with Dr. Spring.  Because she 
has worked with me, she knew my skill set, she knew that I wont take a risk and 
that I would phone her when I needed help.  A good collaboration is just to be 
able to phone the doctor to say, this is happening and not to necessarily take 
over.  It is to be willing to say, offer advice without taking over.  Sometimes you 
just need a springboard. What I had with Dr. Spring, I had a lady who was 
progressing up to 8 cm, third child.  And then just stopped progressing, for four 
hours!  Then you know you can’t keep her at home. You can refer her and say 
ok, this is who I am looking after, this is what is happening, we are now in a 
position where we not moving forward, baby is fine, what do I do?   She didn’t 
say well let me take over; she said this is what I suggest you do and get back to 
me.  So you do what she suggested and it worked.  I needed that springboard.  
Cause often as an independent midwife you just need that someone you can 
phone. You need to know who you can phone, sometimes just to say I am not 
sure, what do you think?  When you have a good relationship with a doctor, you 
can phone him and ask what do you think?  Without him thinking you are an idiot 
and take over.  To have a good relationship with your doctor means, you can 
phone her for advice, for help, without you worrying that they think you not 
competent.  I think that is a fear midwives sometimes have: if they show any 
weakness, the doctor will judge it, thinking that is such a silly thing, you know, 
why did she do that, I don’t think I should back her up anymore.  That is why a 
good relationship, good agreement with your doctor where it is clear, this is how I 
practice, this is when I call you.  So that they trust you.  So if a patient comes to 
them and says I want a homebirth that they will refer you.  At the moment people 
want homebirths they need to find midwives themselves.  The doctors can advice 
them yes you can go to so and so.  The collaboration should be to such an 
extend that when a woman says she wants a home or midwife birth, they will say, 
you can go to Nicole.  They have a good relationship with Nicole, they know she 
is not going to mess around and they know she will call if she needs help.  They 
know you not a cowboy, by the time you phone its not that the patient is over the 
alert line three hours and kept hoping and kept quiet.  And that they defend you.  
Again with Dr. Springs, I had an incidence where the mom had a retained 
placenta that went through the second layer; it would’ve never come out by itself, 
even if she had a ceaser, it had to be scraped of. Even a manual removal was 
not going to work.  She had to go to theatre and had to go under general and had 
it scraped of.  But then she got an infection!    Another doctor was complaining in 
the tearoom that the homebirth had given her the infection.  But my gynae said 
no, this woman, yes she had a homebirth and when she came to the hospital we 
scraped the placenta and she picked up that infection, we know it was a hospital 
enquired infection are more likely.  Because I had a good relationship with her, 
she defended me.  That is vitally important, to have a good relationship for a 
good collaboration.  Because they would be willing to back you up.  They know 
you would stick to the rules and they will back you up.  You need that security.   
 
R:  What can facilitate a good collaboration? 
 
P:  I think willingness from the doctors.  We need doctors that entertain the idea.  
Someone like Dr. Grieve whose wife had a homebirth, you are going to start with 
him. You are going to start with Dr. Nhliziyo who is pro midwife delivery.  Just 
from working with him, if I phone three in the morning and everything is going fine 
and I deliver the baby, he is not going to have questions.  Starting to choose the 
doctors, Dr. Greef, he is a ceaser doctor, you know what I mean, he is not pro 
natural birth.   So you not going to approach him.  You approach the guys that 
are pro-normal births.  I also think that you need to know the hospital staff.   They 
need also to know what you are doing as a midwife. Because if they see you as a 
threat, you cant just walk in, you will upset everybody once you there.   So finding 
doctors who will entertain the idea and keeping a dialogue with the midwives, 
explaining your role to them, your responsibilities.  I need to establish am I fully in 
charge? If I am filling in the partogram? You know, can I fill in the admission, can 
I do the admission as a midwife, can I use their paperwork and is that 
acceptable.  Those are the kind of agreements we need.  If I come in with a client 
I can write in their notes, their paper works.  So that everyone knows, when 
Nicole comes, she is doing the delivery. I had a delivery in Greenacres recently 
and the sister there didn’t know me and thought I will stay the whole night to look 
after her.  I had to say no, this is where the midwife stops, this is when I hand 
over to you and I will be back in the morning to sign them out, you look after them 
and if there is something wrong you phone me.  So there was this expectation on 
me that I was going to look after her 24/7 until she goes home.  She didn’t 
understand that as a private midwife I was there the whole time during labour 
and delivery, but when she had delivered and everything was cleaned up, I can 
go to sleep, you take over from me.   
So I think very clear guidelines about your role and responsibility in the hospital 
and the doctors also know what point you leave.  When you have a first time 
mommy and she is 2cm, she doesn’t really need you.  You can leave her and 
reassess her in four hours.  And the sister that is there can look after her.    
Speak to the doctors, arrange with them and meet with them.  Ask them if they 
are willing to meet with you.  Tell them what you do, give them your proposed 
plan, read it and I will discuss it with you.  And ask them what do they expect, 
what do they think I do.   
What is it that you can offer the patients as a midwife.  I did a show once, and the 
patient that delivered with me was a real flower child, long blond hair, absolute 
flower child.  Everyone thought she was the midwife.  And they looked at me, 
very nice and neat.  They didn’t think I was the midwife, looking nice and neat.  
That is what people think a midwife is.  Perception of midwife.  What is your 
perception of a midwife?  What do you think we are doing at a birth? I think 
people think with midwifes there is a lot of hocus spocus.   
Midwives are highly educated.  And anyone else in any other profession with 
good education are well respected.  I expect when I meet doctors that they 
recognize that we not only touching feely, we are well educated with a good 
mind. I am a professional and I work professionally.  I have a personal interest in 
doing it properly. I have a personal invested interest. There is not a midwife that 
doesn’t know that if she mess up, she gets sued.  It is clearly self-preservation, 
we don’t take chances.   
This is how we work. These are the tests we do, blood test, etc.   
It is not just an in and out 5 minutes with them.  You explain why, educate.   
 
R:  What would be hindrances of collaboration? 
 
P:  Dr. van Heerden doesn’t want his patients to go to ante natal classes, he 
doesn’t want anyone to talk to his patients.  He is very possessive about his 
patients, you not going to educate his patients, you not going to ask them 
questions.  If you gong to ask them do you know you have a choice, because of 
this and that, you are in big trouble.  There are a few of them, don’t you dare get 
involved.  They don’t want you to inform their patients, cause it make them feel 
that the patients are going to doubt them.  If you don’t want your patients to be 
educated, it tells me that you don’t want them to know that possibly what you 
doing isn’t exactly the best.  We had a 40 year old G3, two normal births and he 
told her you need a ceaser, why?  Because she is 40.  I couldn’t cope!    
Patients need to be informed. Patients themselves need to speak up. At 20 
weeks, this is a very big baby…  The patient needs information, it is like a whole 
world out there they don’t know its there.  I think a lot of the doctors are getting 
away with murder.  If you look at 95% ceaser rates, it is unacceptable.  So the 
doctors are feeling threatened.  Then the doctors won’t trust the midwives.  You 
know, during the day the doctors come every four hours to PV their patients 
themselves, but come night time, you are good enough to PV the patient.  So 
there a midwife is convenience based.  In the day I will check my patients, when I 
sleep then you are good enough.   
We have become obstetric nurses. If you look at the state midwife, the state 
midwife is the boss.  She is the boss.  When she stands up against wrong 
management of a women and speak up to a doctor.  In the private sector if you 
going to say no to the doctor, they are going to say, he is the doctor, he brings 
the client, the brings the business, you just work for us.  You not bringing in 
money.  So what the doctor says goes.  You are just the nurse in private care.  
The authority that midwives have in government, in maternity units – they rule the 
ship, they run the show, they make all the decisions.  In private sector, you may 
not decide to pv, you may not decide to rupture the membranes, you may not 
decide to call for an epidural.  I know that in St. Georges, if your patient requests 
an epidural, the anesthetist won’t even take a call from you.  You got to phone 
the doctor, and the doctor phones the anesthetist because the anesthetist think 
you stepping out of your authority.  I think if you give the nurse in private sector 
the responsibility, they won’t be able to know what to do anymore, they only do 
doctors orders.  They merely do what doctors tells them to do.  They think we 
independent midwives are crazy.  Because there is no one to tell us what to do.  
What are you going to do if there is a problem?  Well, what would you do if there 
is a problem? We phone the doctor.  Well this is how you should manage it.  This 
is how you manage emergencies.   Is it because the midwives in the hospital are 
the midwives the doctors are dealing with, they don’t think we are competent.  
Doctors in the state hospital won’t tell midwives what to do, they know they are 
competent.  They are only there for back – up when there is a problem.  The 
wont tell the state midwife what to do, they won’t take it from them. In South 
Africa you should almost take private and state midwives as an entity. You might 
need to identify the different once.   
State midwives are competent, they deliver all the time, they suture all the time.  
Private practice midwives are out of practice. They don’t do deliveries, they don’t 
do suturing.  
They don’t want to.  Doctors just tell them what to do.  Then I think doctors don’t 
want change either. They don’t want to, they doing fine just by themselves.  I am 
seeing so many patients a day, I am earning this, why do I need to change my 
practice?   I don’t need to change my practice.  It is working this way.  
Anything else?  Get all my frustrations out.   
 
